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No Increase in Lubrication 
Through Emulsification 


. The Council on Pharmacy and Chemistry of the American 
Medical Association analyzed leading emulsions of liquid 
petrolatum and agar on the market but found none with 
over 1.5% of dried agar. 


To get the equivalent of a U. S. P. normal dose of agar it 
would thus be necessary to take one pint of the emulsion 
at each dose. 


. The therapeutic value of emulsions, therefore, lies in their 
liquid petrolatum content and not in their agar content. 


. Because the feces are aqueous, it has been alleged that emul- 
sified liquid petrolatum would mix with the feces more 
readily and consequently would have greater lubricating 
value than straight liquid petrolatum. 


. Lubrication is of value only in the large intestine. And micro- 
scopic examination of the feces has shown that all emulsions 
of liquid petrolatum are “broken down” either in the small 
intestine or immediately upon entrance into the cecum. 


. Emulsification, therefore, neither increases nor decreases 
lubricating efficiency. Half the contents being water, about 
twice the quantity of the emulsion must be taken to obtain 
the same effect as from straight liquid petrolatum. 


. A few patients are unable to take plain liquid petrolatum 
because of an aversion to any oily product. 


. Such patients will find the emulsion, Cream of Nujol, 
smooth, creamy, pleasantly flavored, and agreeable to take. 


. Unlike other leading emulsions analyzed by the American 
Medical Association, Cream of Nujol contains no benzoate 
of soda or other artificial preservative. 


. It may therefore be prescribed for use over extended periods 
with every assurance of safety. 
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Fatal Streptococcemia Following Hysterectomy for 
Uterine Fibroids 


Report of Two Cases. 


Harvey B. Matruews, M.D. 
Brooklyn, N. Y. 


In his analysis of 1500 cases of fibroid tumors of the 
uterus operated upon at the Woman’s Hospital, New 
York City, Dr. Le Roy Broun reported 7 deaths as be- 
ing due to a general peritonitis but did not state what 
organism caused the peritonitis. 

Kelly and Cullen, in their volume, ““Myomata of the 
Uterus” reported 22 deaths out of 1428 cases of fibroids 
operated upon, due to a general peritonitis, 4 of which 
were proven to have been due to the streptococcus. 

C. P. Noble, in 1906, found that there were 10 deaths 
out of a series 442 operations for fibroid tumors of the 
uterus, but he does not state the cause of death. 

From the foregoing, it may be assumed that accurate 
data regarding the cause of death following operations 
for uterine fibroids is not as accurate and systematized 
as it should be. 

It is a well-known fact that any variety of fibroids or 
fibromyoma of the uterus is liable to certain degenerative 
changes, due primarily, to its inadequate blood supply. 
Noble found in his study of 2274 cases that 395 or 16% 
showed some “form of non-malignant degenerative 
changes. Those degenerative changes that were frankly 
malignant he found to constitute 4% in his series of 2274 
cases. 

The most important non-malignant changes are those 
due to: First, passive congestion, a condition caused as 
a result of the serous exudate from obstructed venous 
circulation—such as (a) edematous, (b) myxomatous, 
and (c) cystic degeneration ; and secondly, red degenera- 
tion or red hepatization in which the degenerated areas 
appear bright red in color and on pressure exude a pink- 
ish or pinkish-yellow fluid. There are two types of red 
degeneration generally recognized, viz., the thrombotic 


and the angiomatous. Such tumors are apt to degener- 
ate quite rapidly and very frequently become infected. 

The two case-reports to follow exemplify, clinically at 
least, the characteristics of what we believe to be cases in 
which the fibroid tumor, or tumors, had, at some previous 
time, undergone some one of the above mentioned degen- 
erative changes—probably edematous or red hepatization 
—and had subsequently become infected. The trama 
coincident with operation disturbed the quiescent infec- 
tion, either within the tumor or in the tissue immediately 
surrounding it, which immediately caused, in Case 1, a 
fatal streptococcemia, and, in Case 2, a severe peritonitis 
with streptococcemia and death on the third day after 
operation. 

Case 1. Mrs. R. F., Hospital No. 2252, married, age 42, na- 
tive of Russia, was admitted to the Long Island College Hospital 
January 13, 1920. 

Chief Complaint: 
the lower abdomen. 

Family and Past History: Negative. 

Menstrual History: Began at 14—regular—2 to 3 days—no 
pain—normal flow. After marriage, same until one year ago, 
when the periods became more pom ly lasting from 6 to 8 days, 
with some pre- and co-menstrual pain. Occasionally, the flow 
was profuse enough to cause her to call a physician. Six weeks 
previous to admission to the hospital, following a Turkish bath, 
the patient had a severe hemorrhage, her last regular period 
having been two weeks previous to this date. Bleeding lasted for 
4 to 5 days. Three weeks later, she had another rather severe 
hemorrhage and it was at this time that she came to the hospital. 

Marital History;—Married 19 years and was never pregnant. 

Present Illness:—Same as menstrual history, ie.,. excessive 
bleeding at each menstrual history for one year and almost con- 
stant bleeding for 6 weeks previous to admission to the hospital. 
General weakness, due to !oss of blood; bowel regular; frequency 
of urination for the past few months. 

Physical Examination :—On admission, a large, fat, short cou- 
pled Jewish woman—rather pale and quite nervous. No edema 
of extremities. Heart shows fair muscle-tone, soft systolic mur- 


Menorrhagia, metrorrhagia and pain across 
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mur at apex—not transmitted, no enlargement. Lungs negative. 
Abdomen moderately fat, no tender areas. Central tumor the 
size of a 6-months pregnancy, smooth, and apparently freely 
movable, 

Pelvic Examination:—Nulliparous pelvic floor and cervix. 
Uterus pushed forward by a large multinodular fibroma, the size 
of a 6-months pregnancy, filling the culdesac and rising up into 
the abdomen. Adnexa not palpable. Perametrium negative. 

Diagnosis:—Fibromyoma of uterus. Advise :—Operation. 

Laboratory Findings:—Blood pressure 140/70. Urine neg- 
ative. Blood Count: red blood cells 3,700,000; white blood cells 
6,800; polys. 66%; small lymphocytes 27%; transitionals 2%; 
hemogloblin 45. Westcott. Phthalein-Intramuscularity:—First 
hour 5%, second hour 10%. Total, 15%. 

Phthalein-Intravenously:—First hour 50%, second hour 10%, 
total 60%. 

Operation:—January 15th, 1920. Supracervical hysterectomy 
with double salpingoophorectomy. 

Operative Findings:—Large myoma in the left posterior fundal 
wall, about the size of a fetal head. Shows marked edema. 
Tubes and ovaries show moderate chronic inflammation. 

The patient left the operating room with a pulse of 65, regular 
and of good quality. The following morning her pulse was 130, 
regular and of good quality; temperature 103.6; respirations 36. 
Abdominal condition excellent. Patient’s appearance is anemic 
and cachetic. Her condition grew progressively worse and on 
tht morning of January 17th—48 hours post-operative—her tem- 
perature was 106.6, pulse 140, feeble and thready, respirations 34. 
Patient cyanotic, anxious and restless. 

January 17th, 1920, General Physical Examination by Dr. 
Tasker Howard, Medical Consultant. His opinion was: Marked 
secondary anemia, relative mitral insufficiency, passive congestion 
of the lungs, septicemia. He advised: Blood culture, 25% glucose 
intravenously. Intradermal test for sensitiveness to horse serum 
and desensitizing if found sensitive; 200 c.c. glucose solution 
(25%) given intravenously to begin 2:30 and finish 3 P. M. 

The patient expired at 4:10 P. M., January 17th, 1920. No 
post-mortem could be obtained. Blood culture showed strepto- 
cocci. 

Cause of Death:—General] peritonitis aud streptococcemia. 
Pathological Report:—Fibromyoma. Lutein cyst of ovary. 


Case II. Mrs. H. N., Hospital No. 4775, age 46, born in the 
United States, admitted to the Long Island College Hospital 
August 11th, 1920. 

Chief Complaint:—Bleeding from vagina, pain across lower 
abdomen; tumor in lower abdomen; extreme weakness. 

Family History and Past History:—Negative. Patient has 
always been in good health. 

Menstrual History:—Established at 11 yrs.; regular; 21 day 
type; 6-7 days duration; normal flow. After marriage same until 
one year ago, when she became irregular, flowing every one to 
three months, no pain, flow about as usual. Last regular period 
began May 10th, 1920, and the flow has never ceased since, 
amounting to a continuous hemorrhage for the past month. 

Marital History:—Married 25 years ago. Widow for 3 years. 
Husband killed by accident. 

Obstetrical History:—Three children; youngest 11 years old. 
First labor instrumental; was in bed for 10 days. Second and 
third labors normal; was in bed a week. One miscarriage in two 
months, 17 years ago. No dilatation or curettage. Was in bed 
for a week, 

Present Iliness:—Began one year ago when she began to flow 
excessively at the menstrual period. For the past month she has 
flowed constantly, amounting at times to a profuse hemorrhage. 
No pain. Coincident with the beginning of this excessive men- 
strual flow she noticed a “tumor” in the lower abdomen and this 
has steadily grown larger. Her doctor told her that she had a 
fibroid tumor of the uterus. For tht past month the patient has 
been so weak and prostrated from the loss of blood that she has 
remained in bed most of the time. Bladder negative. Bowels 
constipated. 

Physical Examination:—On admission, a small, pale, very 
enemic woman, apparently very prostrated. Nose, throat, eyes 
and ears negative. Cervical and inguinal glands moderately large 
and insensitive. Lungs negative. Heart poor muscle-tone; 
systolic murmur at apex; not transmitted; A 2 greater than P 2. 
Venous pulsations in neck marked. No enlargement. Abdomen: 
—There is an insensitive, smooth, freely-movable mass filling the 
lower abdomen, extending to the umbilicus. No tender areas. 

Pelvic €xamination:—Lacerated pelvic floor, with moderate 
rectocele; moderate bilateral laceration of cervix with chronic 
cystic endocervicitis. Uterus the size of a 6-months pregnancy, 
smooth, freely movable and pushed forward by the tumor mass 
on the posterior wall. Adnexa not palpable. No parametritis. 

Diagnosis:—Uncomplicated fibroid of uterus. Advise: inser- 
tion of radium. 
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Laboratory Findings:—Blood pressure 135/110. Hemoglobin 
20% (Sahli). Coagulation time, 9 minutes. Blood Count :—red 
blood cells 2,220,000; white blood cells, 5,350; polys., 88%; small 
lymphocytes, 4%; large lymphocytes, 8%; transitionals, 4%. 
Urine negative. Phthalein:—First hours, 20%; second hour, 
25%. Total, 45%. 

On August 12th, 1920, curettage was performed and 50 mg. 
of radium was inserted in the uterus for 24 hours. There was no 
reaction following the insertion and removal of the radium. No 
bleeding since insertion of radium. 

August 25th, hemoglobin, 34%. August 27th, 1920, the patient 
was transfused and 500 c.c. of citrated blood were given. 

August 28th, 1920, hemoglobin 50%; red cells 3,700,000. 

Curettings showed hypertrophic endometritis. No evidence of 
malignancy. 

Discharge Examination:—August 30, 1920. General condition 
much improved; heart better; murmur still present, but not so 
loud. Uterus about one-third smaller; freely movable; not ten- 
der. No adnexal or parametrial tenderness. Lacerations as 
when admitted. . 

On September 21st, 1920, three weeks after discharge, the pati- 
ent was re-admitted to the Long Island College Hospital with a 
history of flowing profusely for 24 hours. Examination showed 
hemoglobin 45%, as against 55% when discharged three weeks 
before. Patient very weak and bleeding moderately from the 
vigina. 

Pelvic Examination showed an insensitive mass filling the lower 
abdomen, extending midway to the umbilicus and freely mov- 
able; lacerated pelvic floor, with some rectocele ; bi-lateral lacer- 
ation of the cervix, with chronic cystic endocervicitis. Uterus the 
size of a 4% months pregnancy, smooth and insensitive. Body 
of the uterus pushed forward by the tumor on the posterior wall. 
Moderate posterior parametritis. 

Blood pressure 120/75. Hemoglobin, 45%. Blood Count :— 
Red blood cells, 3,800,000; white blood cells, 6,200; polys., 76%. 

Advise:—Hysterectomy, since radium had failed to stop hem- 
orrhage and patient is steadily growing worse. 

Operation:—September 23rd, 1920. Panhysterectomy. Right 
salpingoophorectomy. Appendectomy. 

Operative Findings:—Large submucous fibroid, the size of a 
3% months pregnancy, on the posterior wall of the uterus ; tumor 
undergoing edematous changes (more marked in the center of 
the tumor); right ovary enlarged, but otherwise normal in ap- 
pearance; right tube normal—left ovary and tube normal—ap- 
pendix retrocecal, with marked infiltration at its tip. 

The patient stood the operation fairly well. Pulse 130 at the 
beginning of the operation; 100 at the end. Six hours post- 
operative, the pulse had risen to 120; temperature, 101.6. The 
next morning pulse, 120; temperature, 102.4; considerable abdom- 
inal distension. The patient steadily grew worse, the pulse ranging 
between 120 and 140; weak, thready, poor tension; temperature 
102.4 to 105, steadily rising to 106 on the third day, when she died. 

Blood Culture:—Positive for non-hemolytic streptococci. 

Cause of Death:—Ascending peritonitis and streptococcemia. 

Conclusions 

It seems to me that the following conclusions may be 
drawn from the study of these two cases: 

1. That the cause of death following hysterectomy or 
myomectomy for fibromyoma of the uterus is not suffi- 
ciently accurate. 

2. That fibroid tumors of the uterus are liable to 
undergo certain degenerative changes and when such 
changes occur, there is gieat likelihood of infection. 

3. That during operation, when it is evident that a 
previous infection has existed, as shown by adhesions, 
or when the tumor appears edematous, or is in a state 0! 
red degeneration, drainage—vaginal or abdominal— 
should be instituted. ° 

4. That in those cases where drainage, as advised 
above, has not been instituted and signs of an ascending 
peritonitis appear, immediate culdesac drainage should be 
performed. 

5. That blood transfusion, with drainage, offers the 
best means of combating the infection in these cases. 

6. The prognosis in any case of uterine fibroids com- 
ing for operation should be guarded, because unless we 
can absolutely rule out any previous infection—exoget 
ous or endogenous—we cannot, with any degree of cef- 
tainty, progaosticate as to the outcome after operation 
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The After-Care of Fractures’ 


Jacos Grossman, M.D. 
CHIEF OF THE ORTHOPEDIC CLINIC, LERANON HOSPITAL; JR. ADJUNCT ORTHOPEDIC SURGEON, LEBANON HOSPITAL, 


New 


No form of massage is permissible over the injured 
segment, save only the gentle surface stroking, until union 
is firm. Even in performing this, the area of fracture 
must be omitted from the stroke. It is well to begin the 
stroking Over an area which is not sensitive and gradually 
to extend the length of the stroke till the site of fracure 
is approached. The stroke may then be increased to in- 
ciude the area beyond the fracture, only the actual site 
of injury being omitted. 

When union is complete there are various danger-sig- 
nals which must always be regarded. Any increase in 
tenderness at the site of fracture is an indication for the 
cessation of mobilization. It indicates irritability of the 
callus due to yielding of the union. An increase in swell- 
ing means that treatment the previous day has been ex- 
cessive. The same deduction may be made if movement 
is more restricted. Massage is to be continued, mobiliza- 
tion reduced or omitted. 

Sudden onset of pain with swelling may be due to 
thrombosis; treatment by mobilization and massage 
should be omitted at once. The patient’s life may depend 
upon this precaution. In addition to pain and swelling 
there may be a rise in temperature. The patient usually 
describes the pain as resembling cramp, and tenderness 
can be elicited along a line in the long axis of the limb. 
If a superficial vein is implicated there will be redness but 
if the vein lies deep there will be none. 

Great care must be taken to adequately support the 
ends of the broken bones. The details require alteration 
to suit the needs of each individual case. 

It must be remembered that in administering mobiliza- 
tion there is one direction in which movement can be 
applied that will tend to displace the fragments more than 
movement in the other direction, while it is usual to find 
that in one direction at least movement has no tendency 
to cause displacement. This movement is, of course, the 
first to be administered during the performance of re- 
laxed or active movement. Similiarly any movement that 
tends to displacement is postponed until union is firm. 

In fractures of the clavicles, if the fragments are not 
liable to slip, the treatment may be instituted while the 
patient sits with the elbow supported on a cushion. If 
there is any danger of displacement the patient should be 
supine, with the head low, elbow supported by the side 
and the hand resting on the body. Massage should deal 
with the neck and the pectorals before the limb is touched, 
but the entire limb requires treatment. Movement of the 
hand, wrist, elbow and rotation may all be freely given 
from the outset. Movement of the shoulder may be 
commenced very slowly and gently from the start if the 
fragments do not tend to shift. If they are mobile, it 
should be postponed from a week or ten days and then it 
should be instituted very cautiously. Unless strapped, 
the patient should be allowed to move the hand and wrist 
freely from the start. A simple fracture of the clavicle 
hever fails to unite, but undue mobilization causes an ex- 
cessive callus formation. 

The following case report is given to illustrate this point. 

CASE I 

Baby Morton R., seven weeks of age. 

.The child was referred on account of a mass localized to the 
Tight clavicle at the junction of its outer and middle third. 


Se 


*Read at a meeting of the Bronx Surgical Society, March 25th, 1925. 


York. 


History of a definite injury was not ascertainable. 

There was however, a history of a difficult labor due to large 
shoulders, which the family physician reports became impacted 
during delivery. He also reported that there was no evidence 
of injury to the clavicle immediately after delivery. 

When the baby was seven weeks of age the mother noticed 
the mass previously described. 

he mass was of bony consistency, somewhat irregular, about 
the size of a hazel nut and attached to the clavicle at the junction 
of its outer and middle third. 

A diagnosis of incomplete fracture of the clavicle with callus 
formation was made. The fracture probably resulted from the 
difficult labor. A subsequent x-ray picture confirmed the diag- 
nosis (Figure 1) 





_Figure 1. Baby Morton R 
7 weeks of age. Fracture rt. clavicle with callus 
formation 


During the seven weeks during which the fracture was pres- 
ent immobilization to the shoulder was not instituted. The cal- 
lus which subsequently formed was excessive as a result of the 
freedom of movement of the affected shoulder which was per- 
mitted during this time. 

Fracture of the outer or inner third rarely leads to de- 
formity, and treatment can therefore be advanced more 


rapidly. It is often possible to allow full underhand use 
from the outset. It is always necessary to pay special 
attention to the structures just above the bone. Failing 
this it is not common for some of the platysma to be 
caught between the fragments. This is a fertile source 
of subsequent pain and disability, as some of the fibres of 
the superficial cervical plexus are almost certainly _in- 
volved. It can be loosened only by very slow stages and 
with great difficulty. 

A fracture of the upper third of the humerus may be 
impacted. Here, as elsewhere, impaction should often 
be respected, and, if this is done, the impaction may be 
regarded as the first stage in repair and the limb treated 
as if the union had just taken place. Unimpacted frac- 
tures in this situation, if treated by mobilization and 
massage, usually unite about the eighth day. Massage is 
carried out as for fracture of the clavicle, but a greater 
area of the back should be treated so as to include the 
latissimus dorsi. Mobilization is required as for frac- 
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ture of the clavicle, particular attention being paid to the 
hand movements. 

No movement should be given to the shoulder for eight 
or ten days, and then all other movements should pre- 
cede rotation. Slight movements in every direction ex- 
cluding rotation, may be given from the outset provided 
the limb receives adequate support. Championniere used 
to say that, thanks, to mobilization, fracture of the surgi- 
cal neck of the humerus might be classed as a trivial 
injury. Weight and pulley exercises may be instituted 
in two weeks and full use be allowed during the fourth 
week. Full strength should be regained about the eighth 
week. 

If fracture includes separation of the greater tuberos- 
ity, it occasionally happens that the callus formed, 
or even the tuberosity may impinge on the acrom- 
ion during abduction. If this should be present, 
the arm should be placed upon an abduction splint, in 
which union is allowed to take place. This ensures that 
there will be little interference with the movement of 
abduction. For some reason or other, these fractures are 
always more painful than those in which the shaft of the 
bone alone is involved. 

CASE II 

Mrs. H., sixty one years of age. 

The patient slipped and fell, striking her left shoulder upon 
the pavement. She complained of excruciating pain localized to 
the left shoulder and arm. 

Disability was complete. 

Examination disclosed the patient supporting the left fore- 
arm with her right hand. The left shoulder was lower than 
the right. Ecchymosis was extensive and covered the entire 
arm on its inner aspect. Tenderness was excruciating and local- 
ized to the upper part of the arm and over the greater tuber- 
osity of the humerus. Crepitus, false mobility and deformity 
were not present. There was marked restriction of all move- 
ments of the left shoulder. 

A diagnosis of fracture of the surgical neck and greater 
tuberosity of the humerus was made and a subsequent x-ray 
picture confirmed the diagnosis. (Figure 2.) 











Figure 2. 


The patient made an uneventful recovery within six weeks, 
at which time all the movements of the shoulder were free and 
painful. (Figure 3.) 

Fractures through the middle of the shaft of the 
humerus take a little longer to unite—about ten or twelve 
days. It is easier to give movement to the shoulder after 
this accident than if the surgical neck is fractured, but 
elbow movements must be more carefully guarded. 
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The great danger of fractures around the elbow-joint, b 
with the exception of the olecranon fractures, is the sub- - 
sequent formation of an excess of callus. In children * 
this particularly applies, and all these fractures are best = 
left alone to nature and splintage unless the danger is . 
fully appreciated. The mobilization of the shoulder, " 
wrist and hand should be freely given. In giving mas- 
sage and mobilization early, two rules must be scrupu- n 
lously obeyed. The first is that massage throughout the ' 
early stages should be limited to the easing of pain, and m 
the second that mobilization for the first three weeks | 
must consist only of relaxed movements given very spat- <y 
ingly. ; 

In children this will mean that massage is reduced = 
almost to zero from the second or third day. In adults for 
it will receive a longer dose at each sitting and it may be the 
necessary to continue massage for two or thtee weeks. oe 
After the first week in an adult case, it'may be of ad- on 
vantage to institute gentle kneeding for the oedema, but 
great care must be taken to avoid the area of injury and 7 
to proceed so gently that not a trace of movement takes ten 
place between the fragments. The limb will almost @ |. | 
certainly be kept in a position that is a shade short ot may 
full flexion. It is meant to be in full flexion, but this #5 woh 
a very painfully cramped position and is equally difficult yo 
to secure permanently. Taking the position in which the aster 
limb is fixed as about thirty degrees, the angle is ir wee 
creased by about ten degrees and then decreased again to mad 
the original thirty degrees. This movement is performed TI 
once only, and after complete relaxation has been secured. 

Next day perhaps an extra five degrees of extension '8 Ber 
performed once only, and by the end of the week the && elo» 
angle to which the limb is extended should only reach me 
about sixty degrees. By the end of the next week it may rade 
perhaps reach one hundred and fifty degrees. During Bi. 
the following week full extension may be given except #% tosis 
for the last few degrees of movement. It is pro = 
that the elbow will not be completely straightened rie 
the end of the fourth week or even later. It may prove The 
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necessary to apply a straight splint before the last few 
degrees of extension are secured. 

The patient-may be allowed to assist flexion from the 
end of the second week, and to perform it voluntarily 
some time during the third week of treatment. Through- 
out the treatment of these injuries a careful watch must 
be kept for any increase of pain or sensitiveness. In the 
event of either being detected, the indication is that the 
callus is irritable, and it should therefore be regarded as 
an absolute contraindication to further mobilization until 
it is relieved. A more gradual increase in the range of 
motion is then undertaken. 

It is very important to recognize that one can obviate 
permanent deformity by bearing in mind the existence of 
the “carrying angle,” when reducing fractures of the 
lower end of the humerus. 

Except in cases of fracture of the head of the radius, 
rotation may be instituted early, pronation being added 
to the extension from about the end of the first week, 
with supination to assist the restoration of flexion. If 
the head of the radius is involved, rotation must be per- 
formed very tentatively. For no very apparent reason 
these fractures tend to throw out an excess of callus more 
teadily than perhaps any other fracture in the body, not 
even excluding fracture of the ribs and the so-called 
separation of the lower epiphysis of the humerus. 

In some instances the patients seem to be progressing 
favorably, when they may complain of pain and in spite 
of what may be done reduction of mobility of the elbow 
may ensue. This may progress until permanent loss of 
mobility and power may result. Absolute rest and heat 
therapy, will, however, occasionally avert complete dis- 
aster. The cases in which this excess of callus is most 
mm seen are those in which faulty diagnosis has been 
made. 

The following case report illustrates this point. 


CASE III 
Berman H., fell, several weeks prior to his visit, hurting his 


Immediately after his fall, he complained of a little pain in 
elbow, and went about his duties. The same night he suf- 
fered from more pain. The next morning his elbow was swol- 
. He then consulted his family physician who made a diag- 
nosis of a sprain of the elbow. He was directed to apply hot 
Water bags and as soon as the pain became less severe to move 
the elbow as much as possible. He was told that by moving 
elbow there was less likelihood of any stiffness occurring. 
patient carried these orders out very faithfully for a 


At the end of this time he found that 


period of three weeks. 
It was for this reason 


his elbow was still stiff and painful. 
that he came to our clinic. 

Examination at this time revealed a swollen elbow, with 
flexion limited to ninety degrees and extension to one hundred 
and forty-five. A diagnosis of an old fracture of the elbow 
was made and subsequent x-ray picture revealed that the lower 
end of the humerus had been the site of an incomplete fracture 
and that calcareous deposits had formed within the elbow joint. 
(Figure 4.) 

Comment 

This patient undoubtedly has a supracondylar fracture 
of the lower end of the humerus. Had the elbow been 
placed in the acute flexion position from the outset and 
after care instituted as early as possible, it is very likely 
that calcareous deposits would not have occurred and the 
patient would have made an uneventful recovery. 

The main laws when treating a fracture near the 
elbow-joint are “go slow” and never multiply movements 
until the end of the third week. 

There are three symptoms which if they arise indicate 
that something is wrong. These are increase in pain, de- 
crease in mobility, and tenderness over the site of the 
fracture. Last, but by no means least, the absence of 
local oedema may be regarded as an assurance that no 
great risk is being run, while its presence should fill us 
with suspicion. 

Local edema in front of the elbow, if present, usually 
indicates blood-clot. If the newly-forming callus is 
irritated, the whole of this clot will ossify, and if, as 
often happens, it should run into the ‘interstices formed 
by rupture or tearing of muscle fibres, it will lead to a 
condition closely resembling myositis ossificans, usually 
in the brachialis anticus. If there is no local edema there 
cannot be any large amount of extravasated blood, and 
hence ossification outside of the bone, even if it does 
occur, is not likely to be excessive. 

CASE IV 

This case illustrates organization of the blood-clot. 

Max S., five years of age, fell and hurt his left elbow. 

The elbow became markediy swollen, painful and.-stiff. He 
was told at that time that he had a fracture of the elbow and 
suitable treatment had been instituted. 

He was referred to our clinic several weeks later for after 
care. 

At this time his left elbow was still swollen and flexion was 
limited to eighty five degrees, extension to about one hundred 
and thirty. 

A subsequent #-ray disclosed calcareous deposits in front of 
the lower end of the humerus and the upper end of the radius. 
(Figure 5.) 


Figure 5. Max S. 5 years, left. New bone formation 
on anterior aspect lower 1/3 humerus. Upper aspect 
of radus. Fell and hurt elbow. 
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There is one form of fracture of the humerus near the 
elbow, after which no fear of excessive callus formation 
need be entertained. This is a T-shaped fracture into 
the joint. The synovial fluid, it would seem, inhibits 
the growth of callus. Unless mobilization is administered 
with a somewhat free-hand, it is not uncommon to find 
non-union as a sequel to the accident. The mobilization 
tends to counteract the inhibitory action of the synovial 
fluid. 

One more pitfall. It is difficult to explain how an 
elbow can be dislocated backwards without fracture be- 
ing coincident. It appears, however, that it is possible. 
Even without dislocation, and even if radiography can 
produce no evidence of fracture, any severe injury near 
the elbow is liable to produce an outpouring of callus 
from somewhere, or, if not true callus, of a deposit which 
develops into new bone. Treatment of these injuries 
should therefore be very cautious. 


CASE V 


The following case report is one of a patient who had sus- 
= a dislocation of the elbow without fracture being coin- 
cident. 

Morris S., eleven years of age, fell into a pit and hurt his 
right elbow. 

Examination disclosed marked swelling of the elbow accom- 
panied by all the signs of a posterior dislocation of both bones 
of the forearm. 

A subsequent x-ray picture disclosed an upward and back- 
ward dislocation of the radius and ulna. There was no evi- 
dence of a fracture. 

The dislocation was reduced without any difficulty and the 
patient made an uneventful recovery. (Figures 6, 7, 8) 


CASE VI 


The following case report is one of a patient who had sustained 
a severe injury to his elbow, without the presence of fracture 
or dislocation, in whose elbow deposits which developed into 
new bone was produced. 

Geo. M., eleven years of age, fell and hurt his left elbow. 
Examination revealed a markedly swollen elbow, which pre- 
sented no definite clinical signs or symptoms of fracture or dis- 
location. 

Subsequent x-ray picture were negative for fracture or dis- 
location. He was treated for a sprain of the elbow. 








Figure 7. 
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Figure 6. Dislocation backward and upward (radius and ulna). 


Several weeks later while flexion of the elbow was almost 
normal there was limitation of extension to about ninety five 
degrees. An #-ray picture at this time disclosed bony deposits 
in front of the lower end of the humerus and also within the 
joint. These undoubtedly were the cause of the limitation of 
extension. After a protracted convalescence normal flexion and 
extension were obtained.. 

Fractures of the olecranon process may be complete of 
incomplete. In the latter case the untorn periosteum 
will form an efficient splint, strengthened as it is by 
fibres from the insertion of the triceps. Nothing need be 
feared from the bony injury, and so the only condition 
that calls for treatment is the arthritis of the elbow-joi. 

The treatment consists of massage for the relief of pait, 
superficial stroking only, is given to restore the tone of 
the vaso-motor system of the limb and to relieve spasm. 
Full relaxed movements of hand, wrist and shoulder art 
given and thirty percent of elbow movement. 


Free active movements of hand and shoulder are pre 
scribed, provided that movement of the elbow is limit 
Relaxed and active movements proceed regularly day by 
day, guided in extent by the amount that can be per 
formed without pain. 

If the fracture is complete and the smaller fragment 
the olecranon is drawn up by the spasm of the triceps 
few surgeons can be found who would recommend ma 
sage from the outset. Championniere, who was the fits 
surgeon in France to operate upon these fractures gradt 
ally came to the conclusion that the results attainable 
mobilization and massage were so superior to those {0 
lowing operation that he abandoned the latter altogetht 
in favour of the former. 
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A few cases are still recommended for conservative 
treatment from the outset: for patients who are unsuited 
temperamentally or physically for operation. An ex- 
cellent result may be assured provided that the worker 
and the patient fully appreciate the fact that union will 
not be sufficiently firm to support and serious degree of 
tension for four weeks. Therefore, during this period, 
anything that pertains to the nature of overhead move- 
ment must be prohibited. 

From the outset the aim of one should be to secure by 
gradual stages relaxed movement from ninety to one hun- 
dred and seventy degrees. After ten days or so, the 
sole guide being the painless nature of the movement, 
any under-hand use of the hand may be encouraged. 
After this stage has been reached flexion may be in- 
creased until the movement is complete about the end of 
the third week. As no over-hand movement is to be 
performed for so long a time, great care to retain the 
suppleness of the shoulder and the strength of the del- 
toid, must be taken. 

The first case report is one of a patient who had 
sustained a fracture of the olecranon process with photo- 
graphs of the end result. The second is that of a patient 
who had sustained a fracture of the olecranon process, 
retention of the suppleness of the shoulder and the 
strength of the deltoid were neglected, with the result 
that it required six weeks of additional treatment to 
restore the shoulder to its normal state. 

CASE VII 

John M., six years of age, fell and hurt his left elbow. 

Examination revealed marked swelling of the left elbow, ec- 
chymosis which was limited to the posterior aspect of the elbow 
and local tenderness over the olecranon process of the ulna 
Movements of the elbow were markedly restricted. 

A diagnosis of fracture of the olecranon process of the ulna 
was made and subsequent +-ray pictures confirmed the diagnosis. 

The treatment consisted of immobilizing the elbow in exten- 
sion. The patient made an uneventful recovery. 

CASE VIII ; 

Vinzena F., thirty eight years of age, domestic by occupation, 
sustained a fracture of the olecranon process of the right ulna 
which was treated by the open method. The elbow was sub- 
sequently immobilized for three months during which time the 
right shoulder had not been massaged or mobilized. 

She made an uneventful recovery as far as the elbow was 
concerned, but came to the clinic on account of the stiffness of 
her right shoulder. 3 

Examination of the right shoulder at this time revealed lim- 
itation of abduction to an angle of about ninety degrees. The 
other movements of the shoulder were free and painless. 

Treatment for the stiff shoulder was instituted and after two 
months normal abduction was obtained. 

Fracture of one bone of the forearm present, as a 
tule, little difficulty. Union of the lower end of the 
radius or of the upper third of the ulna is usually firm 
enough to allow great freedom of relaxed movement in 
eight or ten days. Active movement may almost always 
be indulged in with ever-increasing freedom from the 
end of the second week, provided it is painless and no 
tenderness or swelling follows use. ; 

As the site of the fracture ascends the radius or de- 
scends the ulna the time required for union to take place 
increases steadily, till a maximum is reached for the low- 


est inch of the ulna, where a fracture frequently requires - 


some three weeks to unite. 


CASE IX 

The following case represents one in which the shaft of one 
bone has been fractured. This type of fracture unites very 
teadily with very little deformity ensuing. ; 

Milton E., seven years of age, fell and hurt his left forearm. 
Examination revealed swelling localized to the center of the 
forearm, ecchymosis on the dorsum of the forearm, crepitus, 
false mobility and slight deformity. Tenderness, excruciating in 
character, was localized to the shaft of the radius at the center. 
upination and pronation of the forearm were restricted and 
painful. A diagnosis of fracture of the shaft of the radius was 
made and a subsequent x-ray picture confirmed the diagnosis. 
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The patient made an uneventful recovery without any evi- 
dence of deformity and with a return of normal supination and 
pronation. 


Figure 8. 


CASE X 

The following case represents a type of fracture in which one 
bone of the forearm had been fractured, the site of fracture 
being in the lower third. 

Jos, K., twelve years of age, fell, landing upon his outstretched 
right hand. Examination revealed swelling of the right forearm 
about an inch and a half above the wrist-joint, accompanied by 
ecchymosis which covered the anterior aspect of the lower third 
of the right forearm. Deformity, crepitus and false mobility 
were all present. Tenderness, which was excruciating, was local- 
ized to the lower third of the radius about one and a half inches 
above the wrist-joint. Supination and pronation of the forearm 
were restricted and painful. A diagnosis of a fracture of the 
lower third of the radius was made and a subsequent x-ray pic- 
ture confirmed the diagnosis. This patient made an uneventful 


recovery. 
CASE XI 

The following case represents a type of fracture in which both 
bones are fractured in the lower third, one complete and the 
other subperiosteal. 

Milton N., six years of age, fell, striking his right forearm 
against the pavement. Examination revealed swelling of the 
forearm in the lower third and ecchymosis localized to the lower 
third on the anterior aspect of the forearm. Crepitus, false mo- 
bility and deformity were present. Tenderness, excruciating in 
character, was localized to the lower third of the radius about 
an inch and a half above the wrist-joint, and to the ulna about 
three-quarters of an inch above the wrist-joint. Supination and 
pronation of the forearm were painful and restricted. A diag- 
nosis of fracture of both bones of the forearm was made and 
subsequent s-ray picture confirmed the diagnosis. The patient 
made an uneventful recovery. 


CASE XII 


The following case represents a type of fracture in which 
both bones are fractured, the site of fracture being in the lower 
third and both being complete fractures with displacement of 
the fragments. 

John G., ten years of age, fell, striking upon his left forearm 

Examination revealed swelling of the left forearm about an 
inch and a half above the wrist-joint. Ecchymosis covered the 
entire anterior aspect of the lower third of the forearm. Crepi- 
tus, false mobility and deformity were present. Tenderness, 
which was excruciating, was localized to the lower third of the 
radius about an inch and a half above the wrist-joint and to the 
lower third of the ulna about an inch above the wrist-joint. 
Supination and pronation of the forearm were markedly re- 
stricted and very painful. A diagnosis of complete fracture of 
the lower thirds of the radius and ulna was made and subsequent 
#-ray pictures confirmed the diagnosis. The patient made an 
uneventful recovery, with reduction of the deformity and normal 
supination and pronation of the forearm. 

CASE XIII 


The following case report is one of a patient who had sus- 
tained a fracture of the shafts of both bones of the forearm. 

Chas. R., twelve years of age, fell, striking his right forearm 
against the pavement. Examination revealed swelling of the 
forearm at the junction of its upper and middle thirds. Ecchy- 
mosis covered the same area. Tenderness, which was excruciat- 
ing, was localized to the shafts of both bones at the junction of 
the upper and middle thirds. False mobility, crepitus and de- 
formity were present. Supination and pronation of the forearm 
were restricted and painful. A diagnosis of fracture of the 
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shafts of both bones of the forearm was made and subsequent apply massage to any case of fracture of the shaft of 
x-ray pictures confirmed the diagnosis. ? the femur * 

The patient made an uneventful recovery, with the correction ; ee : 
of the deformity and normal supination and pronation of the The remarks made on the inhibitory action of the 
forearm. synovial fluid on callus formation, after fractures of 


Fractures of both bones of the forearm are the béte 
noir of all methods of treatment. After operation they 
frequently fail to unite, the same fate often awaits the 
use of ordinary splintage, while treatment by mobiliza- 
tion is sometimes not much more satisfactory. 

Certain it is that great risk is involved by those who 
are unfortunate enough to sustain this injury. Until 
union is complete in both bones the main function is to 
attend to the circulation of the arm and to see that the 
fingers remain supple. Massage of the forearm should 
only be applied with the anterior splint in situ. 

One of the most efficient methods of applying splintage 
is to fix one splint from shoulder to finger-tips posteriorly 
and another from wrist to shoulder anteriorly. In ap- 
plying the splints it is essential to note that the carrying 
angle is maintained. This entails the use of a very 
broad posterior splint. This method of splintage pro- 
duces an appearance in the limb that would seem to be 
deplorable, and the restoration of movement is very 
troublesome unless performed in one way. 

Begin with slight pronation of the forearm, and 
flexion of the elbow follows naturally. Flexion without 
this preliminary, and endless trouble will ensue. In 
treatment of these fractures it is more essential perhaps 
than in any other case to insist that the entire responsi- 
bility should rest on the attending physician. 

When speaking of elderly patients who have sustained 
an impacted fracture of the neck of the femur, Cham- 
pionniere was always emphatic that more people die as 
the result of treatment by immobilization than of the 
injury. When undertaking treatment by mobilization 
and massage it is essential to remember that, if the pa- 
tient is one of advancing years, the reflex are is very 
soon and very easily tired. Hence massage must be re- 
duced, as in children, to a minimum. Mobilization takes 
a part in the treatment of these fractures that nothing can 
replace. It is surprising how much movement can be 
administered, after a few minutes of gentle stroking, to a 
limb that is apparently absolutely fixed and rigid. The 
relief of the movement is very great. It indicates sub- 
sidence of the cramp and its accompanying pain. It is 
usual for these fractures to be impacted. 

If there is no impaction, splintage or extension is re- 
quired, and movement should be cautiously administered. 
It is true that shortening due to spasm can be reduced 
under the influence of massage, but the surgeon alone 
should undertake this part of the treatment. Hence only 
stroking of the entire limb and movement of the toes 
should be performed during the early stages. The ankle 
may be moved if the appliance permits. No other mas- 
sage movement should be given until union is complete. 

The same remarks apply to all fractures of the femur 
below the neck. Any movement must be left to the 
surgeon, though it were well if, in recent fractures, he 
would always try the effect of mobilization under the in- 
fluence of massage before deciding upon open operation 
for the reduction of deformity. 

When union is complete and the patient is transferred 
to the masseur for restoration of function, the first at- 
tempts at movement should always be performed so as 
to ensure that no strain falls upon the site of fracture. 
At first any strain exerted should be in the line of the 
long axis of the limb, lateral strain being added by very 
slow stages. A Thomas’ knee-splint is the most suitable 
splint on which the limb can be put up if we wish to 


the humerus into the elbow-joint, apply with equal force 
to those involving the knee-joint. Early mobilization 
is advantageous, and only requires the most careful grad- 
uation. 

After any fracture of the leg, massage of the thigh 
can be used to restore the vaso-motor tone by reflex, and 
to assist the circulation by its mechanical effect and by 
toning up the muscles of the arterioles. Hence great 
benefit can be bestowed, although the leg itself may be 
fixed in plaster. If massage is ordered after fracture 
of the fibula above its lower third, the treatment may 
proceed without fear of displacement. 

The same remarks apply to fracture of the tibia alone, 
but movements must be much more guarded, varying 
from comparative freedom, corresponding to that usually 
applicable to fracture of the fibula, to the almost nega- 
tive amount that it is possible to apply if both bones are 
broken. The only guide is to be found in the amount of 
tearing of the natural internal splint—the periosteum— 
and this can only be estimated by the mobility of the 
fragments, which in turn is indicated by the amount of 
displacement after the accident. If there were little dis- 
placement the graduation may be rapid, and if on the 
other hand great, mobilization must be reduced accord- 
ingly. 

If the shaft of both bones are fractured, care must be 
exercised in the earlier stages. Until union is complete 
the splint must be one that is easily removable, without 
disturbing the fracture. This means that it is either in 
two or three pieces. In the former instance one side of 
the splint case alone must be removed at a time, and the 
limb should be stroked gently while the other half of the 
case remains in situ. If the limb rests on a posterior 
splint, the two lateral splints may be removed simultan- 
eously, care being taken to see that the foot is main- 
tained in its original position throughout treatment. 

Stroking of the entire limb may be given at first, then 
the splints are fastened, gentle kneading of the thigh 
follows and the treatment terminates with the movement 
of the toes. When union is complete—it is more rapid 
towards the upper end of the tibia than towards the 
lower, knee and hip movements may be instituted gradu- 
ally, though great care must be taken to avoid any trans- 
verse strain being placed on the site of the fracture. The 
limb is then placed at rest and the ankle is mobilized sep- 
arately. At the earliest opportunity the patient is allowed 
to swing the leg over the side of the bed, and re-educa- 
tion in walking is commenced. This should be about five 
days after union is complete—i.e., probably during the 
third week. 

After fracture in the region of the ankle-joint treat- 
ment by mobilization and massage is often of the greatest 
possible service. After fracture of the lower end of the 
fibula, assuming immediate treatment is called for, the 
first point is to see that kneading is performed over the 
external lateral ligament with sufficient firmness to ar- 
rest hemorrhage if this is obviously progressing, and to 
remove any effusion that may have already taken place. 
A thick pad of cotton is then applied and the whole is 
tightly bandaged. If, however, treatment begins at a 
later date, surface stroking massage should be instituted 
from the middle of the calf to the hip and the region of 
the ankle is gradually approached. Presently the stroke 
begins on the dorsum of the foot, it skips the ankle region 
and then is continued up the limb. Any area of local 
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swelling over the external lateral ligament is next sub- 
jected to firm kneading to try to dissipate local effusion. 
Care must be taken to avoid the site of the fracture. 

All movements minute in amplitude at first, are ad- 
ministered to all joints of the foot and to the ankle, with 
the exception of eversion. The second day deep strok- 
ing and compression massage of the thigh and perhaps 
of the calf, may be added. The third day the patient 
may hang the foot down and commence to wiggle it about 
gently at the end of the treatment. As soon as all swell- 
ing has disappeared—usually about the eighth day—ex- 
ercise without weight and general re-education may be 
instituted. 

Treatment of fracture of the internal malleolus should 
follow similar lines. This fracture is one which is com- 
monly stated to fail to unite. This is probably due to 
the escape of synovial fluid between the fragments, and 
mobilization affords us a potent weapon wherewith to 
counteract this tendency. Eversion, may of course, be 
given all the joints of the limb. 

Fractures of the patella are of two varieties, the stel- 
late and the transverse. In the former the periosteum, 
with its strengthening fibres derived from the quadriceps 
and patellar ligament, is not ruptured and acts as a most 
efficient splint. Treatment should therefore be on the 
lines of a recent injury to the knee-joint. 

If the fracture is complete and the fragments are 
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widely separated, treatment by mobilization and massage 
cannot quickly ensure any excellent result. The frag- 
ments in these instances should be united by suture. 
Plates are not so satisfactory, as they do not permit of 
any moulding or subsequent adaptation of the fragments. 
If the shape of the bone is not perfect, refracture is 
almost a certainty. Robert Jones in his “Injuries to 
Joints,” records that admirable results follow the use of 
the walking caliper for this injury. 

Massage could assist to maintain the nutrition of the 
limb and thus hasten repair, while mobilization could be 
administered without fear of stretching the fibrous union, 
at least from a point half-way through the period that the 
instrument must be worn, which is about two months. 

Summary and Conclusions. 

1. Mobilization and massage are very important ad- 
juncts in the treatment of fractures. 

2. Functional results should be sought for as well as 
good anatomical results. 

3. In spite of what we may do excessive callus will 
form and prolong convalescence. 

4. Not every masseur is a fit individual to be en- 
trusted with the responsibility of treating fractures. Ex- 
perience alone is inadequate in the absence of the neces- 
sary skill and temperament. He should be proficient in 
the handling of fractures. 

1018 E. 163rd St. 





DUCK SEASON CLOSES 
Joun W. Suuman, M.D., 
Los Angeles, Cal. 


Shooting duck, like golf, is a sport which takes off 
the strain of every-day life. It is a good thing, as it 
relieves the overworked higher nerve centers. 

Duck hunting is not easy. If it were, more would be 
doing it and it would cease to be a sport. During the 
wild duck season, which closed in January, the question 
is frequently asked: “Are the ducks easy to get?” This 
is the answer: “They are wild ducks and wild ducks 
neither sit for salt to be sprinkled on their tails nor do 
they fly down the end of a gun-barrel!” 

One who has not assumed the shape of a pretzel 
in a “blind” or “hide” with feet sopping wet and a 
hungry stomach for hour upon hour; one who has not 
twisted and stretched his neck, eyes and gun in numer- 
ous attempts to sight, single and shoot out of the sky 
a wild duck, has missed many a thrill which life in- 
tended. What hunter has not been heard to remark: 
“I got my money’s worth today when that lone drake 
came whizzing through a mile high with feet dry and 
intending to keep that way. But I winged him and— 
etc.!” About that time his listeners “hang up.” 

To the doubting Thomases, the photo herewith will 
appear as a “set-up,” But to real sports it will be 
most convincing. There isn’t room to tell all about it. 
Hunters are such notorious prevaricators. For exam- 
ple, one hunter the other day told of getting twenty- 
eight Mallards which had alighted on very clear ice, 
slid into a rocky bank, thus fracturing their necks! 

It is the gospel truth that the last week-end of the 
past open season for wild ducks netted the three of us 
thirty-five jackrabbits, fifteen cottontails, three raccoons, 
eight hawks (it is well to kill these countless young 
game killers), one goose and forty teal, sprig, wid- 
geon and Mallard ducks. They were bagged in and 
about the happy hunting waters of the Henshaw Dam, 
San Diego County, California. Who says game is scarce 
m Southern California? It doesn’t come and roost 


in one’s chicken coop. If it did, then wherein would be 
the sport? 
There are a few duck hunters who want “ducks guar- 


anteed” with their “privilege to shoot.” Those would- 


be nimrods need not waste time and effort at Lake 
Henshaw. 











The rabbits were not left for the coyotes to feed 
upon. They were all picked up, cleaned and either 
given to other game eaters or brought home, cooked and 
eaten. The man who kills game and wastes it is a 
murderer and should be guillotined. 

Many who read this are possibly wondering “how 
it was all done.” That is a secret! One old boy who 
lives down there remarked about the coons: “Don’t 
see how in the deuce you did it. I know every foot 
of the country and go coon hunting two or three times 
a year, but they are too smart for me!” We did mis- 
take one wildcat for a coon, but were not sorry, for the 
wildcat destroys much game which we hunters need.” 
It was a good reason. May next season be as good. 
In the meantime, trout will get a chance to do their stuff. 
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The relationship between focal infection and pyuria, 
also the relationship between focal infection and hema- 
turia is commonly overlooked by the physician, by the 
surgeon and by the urologist. As is the case with other 
medical and surgical conditions, the search which is made 
for the cause of these two not infrequent findings does 
not generally include a search for the hidden focus of in- 
fection, so often responsible for them and for other 
conditions which the physician is called upon to treat. 

The consistent finding of pus in the urine and the 
consistent finding of blood in the urine are frequent. 
The writer does not refer to the occasional pus cell, 
commonly met with in every specimen of urine; he does 
not refer to the occasional blood cell not infrequently 
found in the urine specimen. 

He has in mind the finding of a large quantity of pus 
in a given specimen of ur’ue, consistently discovered 
day after day in what he chooses to term a Study of a 
large number of specimens of urine from a given pa- 
tient. He has in mind such cases as show noteworthy 
quantities of pus and blood in every specimen of urine, 
voided 

In this brief communication, other causes of pyuria 
and hematcria than focal infection are not referred to. 
In two cases, herewith submitted, focal infection, alone 
was proven responsible for the pus and blood. The 
cases are those of an adult male and an adult female, 
both happily married, in neither one of whom pyuria 
or hematuria had previously existed. 

It is interesting to note that such patients as a rule 
do not call the attention of the examiner to the presence 
of either pus or blood in the urine, but visit him on ac- 
count of some other more than likely indefinite symp- 
tom or sign. More frequently, they complain of so- 
called rheumatic pains and soreness involving joints or 
muscles, or they complain of neuritic pains, or they 
complain of vague, indefinite manifestations, slight feb- 
rile movement, including loss of weight, loss of strength, 
lack of energy, including shortness of breath and prae- 
cordial distress, with or without palpitation of the heart. 

It has been our observation that where very large 
amounts of pus are passed by the patient, he is often 
unaware of even the presence of pus until it is discov- 
ered by the physician. And not until blood in such 
considerable microscopical quantity is present so that 
it is brought definitely to the attention of the patient 
does he likely seek the services of the physician on ac- 
count of blood. 

During the past nine years, it has been our privilege 
to see a considerable number of cases of both pyuria 
and hematuria, either or both of which conditions were 
found to result primarily and wholly from the existence 
of focal infection. In these cases, the removal of the 
infection resulted in relief from the pyuria or hematuria, 
or both. 

CASE No. 1 


Mr. A. H. R., se gg = Dr. D. LeRoy Perrin, of Seymour. 
Examination Noveinber, 925. 

Statement of Patient: i August 5th has been ailing; went 
to Denver for vacation and rest, but apparently altitude was too 
high—fainted on the morning of his arrival and suffered from 
diarrhea for a period of four days; was in bed during his entire 
sojourn in Colorado, a period of ten days; after returning home, 
again had diarrhea. 


Pr Presented “ a je sagen meeting of the Medical Staff, Jewish Hospital, 
January 2th, 


Present Complaint:—Numbness, especially in lower extremi- 
ties; often feels as if his body were plunged in cold =. 

Occasional profuse diaphoresis, accompanied by pncea ; 
usual duration an hour or more, sometimes al] day or hb pony 
extreme nervousness. 

Peculiar pain of griping character in epigastrium, the last two 
or three weeks; has also a sense of numbness in epigastrium. 

Appetite poor; some nausea and vomiting; occasionally, has 
slight hungry sensation. 

reness in the palms of the hands and soles of feet. 

Occasional neuralgic pains, especially 5 headaches. 

Extreme aching in the right leg and the knee. 

Chief Symptom:—Numbness over entire body; general weak- 
ness. 

Diseases Past Five Years:—About one year ago, had an at- 
tack of severe pain in right upper abdomen, right side and right 
back; patient says this pain gravitated down toward the hypo- 
gastrium ; the pl wd in attendance thought it was probably 
renal stone or gall stone; the attack came on suddenly, without 
pense required patient to go to bed, where he remained for 
several days; a number of doses of morphine were necessary to 
quiet the attack. 

Habits of Life:—Patient married at age 19; he has led a de- 
cent life; has drunk no alcohol; smokes moderately of a pipe, 
chews tobacco moderately. 

Denies all venereal disease; it is interesting to note that his 
sex function is entirely lost—about one year ago. 

Marital History —Flappily married thirty-six years; wife in 
good health; five children were born—one only child, a girl, sur- 
vives; causes of death—one still birth, three children died in 
infancy. 

Description and General Physical:—Patient is a male adult, 
semi-brunette, age 55; happily married thirty-six years; height 
5’ 11”; former weight 160 to 170 pounds—best wast 195 pounds 
about fifteen years ago; patient’s weight was not obtained for 
the reason that he was so weak (he is greatly emaciated), being 
unable to walk and unable to stand alone, we were unable to get 
him to the scales—several days later, he weighed 128 pounds; 
skin dry, harsh, resiliency lost. Muscular system flabby, atrophic. 

Nervous System:—Patient is so feeble he is unable to walk; 
he is unable to stand alone; assisted, he drags both feet; his 
gait is ataxic—the ataxic is apparently due to weakness and not 
due to cord involvement; reflexes sluggish; sensory nervous sys- 
tem apparently uninvolved. 

Mentality good; despite weakness, patient is mentally alert. 

Glandular System:—Anterior and posterior cervicals enlarged; 
epitrochleas palpable; inguinals enlarged. 

Laboratory Findings 

Urine Study:—Six specimens, examined, show the following 
deviations from the normal: Gravity high (1028, 1030, 1028, 
1028, 1028, 1032) ; transparency very turbid; color dark red; re- 
action acid ; albumin, large per cent; sugar, a trace, observed in 
three specimens ; it is interesting to ‘note that the urea output is 
large; microscope reveals much pus, blood four plus; it is inter- 
esting to note that one specimen of urine showed only a trace of 
albumin, the microscope revealing considerable pus, a few renal 
cells and only four or five blood cells per field. 

Prostatic Smear:—Examination negative for pus and other 
organisms. 

Blood —Hemoglobin 75% red cells 3,076,000; leucocytes 6,400; 
differential count—polys 76%, large lymphs 15%, small lymphs 
2%, large mononuclears 2%, transitionals 4%, basophiles 0%, 
eosinophiles 1%; no parasites; no pathological cells. 

Wasserman :—Negative. 

Blood Chemistry:—Non-Protein Nitrogen 44.1 mg. per 100 
c.c. blood. 

(Normal Non-Protein Nitrogen 25 to 35 mg.) 

Urea Nitrogen 33.3 mg. per 100 c.c. blood. 

(Normal Urea Nitrogen 12 to 15 mg.) 

Creatinine 2.2 mg. per 100 c.c. blood. 

(Normal Creatinine 1.5 to 2.5 mg.) 

Special and X-Ray Examinations 

Pulse, Respiration and Temperature:—At 9:30 A. M., pulse 
66, respiration 24, temperature 98 4/5; blood pressure—systolic 
100, diastolic 70. At 4:00 P. M., pulse 60, respiration 18, tem- 
perature 99 2/5; blood pressure—systolic 80, diastolic 10. 

Buccal Cavity: —Upper jaw edentulous—teeth removed last 
spring (upper plate made about August Ist of this year) ; lower 
anteriors and laterals in the last stages of pyorrhea, with much 
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inflammation and suppuration; all of these teeth are loose. Im- 
mediate extraction recommended. 

Eye, Ear, Nose and Throat:—Eyes: No pathology of any sig- 
nificance except vision in right eye 20/40 which, though we as- 
sumed could not be improved with lens, the patient says he can 
see better since wearing new lens. 

Ears: Negative. 

Nose: Negative. 

Throat: Tonsils distinctly pathologic. Their removal is rec- 
0 4 
Note—Patient was given prescription for glasses. 

Thorax (Physical) :—Lungs: There is evidence of infiltration 
in the upper portion of both lungs; no activity. 

Discussion: Patient has unquestionably had pulmonary tuber- 
culosis which, at the present time, is apparently entirely healed. 

Heart: Area of praecordial dullness normal; sounds subnor- 
mal; force subnormal; no adventitious sounds heard. 

Discussion: Patient R. is the subject of a soft, flabby, degen- 
erate heart muscle which in all probability is secondary to long 
continued focal infection and to illness which he has suffered dur- 
ing thel ast three months; so far as we are able to see the trip 
to Denver, in which high altitude he remained for ten days, re- 
sulted in no permanent 

Vascular System: Apparently uninvolved; the extreme hypo- 
tension (Blood pressure—systolic 100, diastolic 70; systolic 80, 
diastolic 10) results from an asthenic state of the myocardium. 

Thorax (X-Ray) :——Lungs: Neither lung field lights up 
very well; the apices are cloudy; there is heavy mottling through- 
out both lung fields; movements of the diaphragm are free and 
equal on both sides; the hilus shadow is much wider and denser 
than normal; this increase is occasioned by masses of calcified 
glands and a heavy increase in the interstitial portion of the 
lung, itself; except for these masses, there are no sharply cir- 
ga areas of either increased density or increased rare- 

action. 

Discussion: Mediastinal growth, as above indicated; lungs 
free from any evidence of active disease. 

Heart: Normal in size and contour. 

Large Blood Vessels: Normal. 

Abdomen:—Gastro-Intestinal History: The diet of the pa- 
tient is that of the usual farmer, the frying pan being freely and 
frequently used; in addition, he has been im the habit of eating 
more meat than is good for any of us; he eats hot bread and 
partakes of pies and other pastries, which are often responsible 
for digestive disturbance; he suffers occasionally from nausea, 
from vomiting, from gas distention; he belches considerably. 

Discussion: We are not so sure that correction of the diet 
will result in one hundred per cent cure; for reasons which are 
made plain in our examination of the abdomen, we are fearful 
lest patient R. is suffering from organic disease in the upper 
digestive trace, which may be responsible for some of the symp- 
toms and signs, present. : 

Examination (Physical) :—Skin dry, unhealthy, scaly, wrin- 
kled; there is present considerable guard, in places, amounting 
to fixed rigidity; attention is especially called to the mid ab- 
domen; from a point above and to the left of the umbilicus, ex- 
tending upward into the region of the epigastrium, there is felt 
a distinct mass, quite sensitive to the examining finger. 

Discussion: We express the opinion that it were well to ob- 
serve this mass; the following differential diagnosis will be made 
in due course of time: 

(a) Malignant growth. 

(b) Inflammatory growth. 

(c) Benign tumor. 

The x-ray examination is suggestive of malignancy; however, 
in view of the fact that patient R. is the subject of marked focal 
infection involving buccal cavity and throat, it is not impossible 
that the abdominal findings will be proved secondary to focal 
infection—inflammatory; further observation will determine the 
differential diagnosis. 

Gastro-Intestinal X-Ray:—The following deviations from the 
normal are observed: Filling defect at the eg with in- 
cisurae opposite the defect; pylorus—mobility fixed, patency di- 
minished; duodenum—cap badly deformed, mobility fixed; ap- 
pendix not visualized. 

Rectum:—Sphincter normal, somewhat tight; mucosa appar- 
ently normal; perianal tissues negative; no bleeding; no dis- 
charge; considerable pain on examination. 

Urological: —History:—Nocturnal urinary frequency three or 
four times, without urgency but with slight hesitancy; no drib- 
bling; no forked stream; no dysuria; no di - haematuria, 
intermittent, past four or five weeks. yey 

Examination:—Genitalia present no scars; 7.5 a ne 
corpus spongiosum and corpus cavernosum in fair condition; 
seminal vesicles apparently uninvolved; testicle of normal size 
and consistency; prostate moderately enlarged, normal in shape, 
soft, tender throughout—massage yields practically no secretion. 
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Urine—After voluntarily voiding three ounces, about one 
ounce residual urine was found; the urine is very bloody; cathe- 
ter met no obstruction; its passage was, however, very painful to 
the patient. 

Examination Kidney Region—Both kidneys felt; both ap- 
parently enlarged, the right larger than the left; both renal re- 
gions are exceedingly sensitive to the examiner’s touch. 

Discussion: On account of the toxic condition of patient R., 
resulting in extreme weakness, it was d wise not to cysto- 
scope the patient for a few days until, following the removal of 
the focal infection in the mouth and throat, improvement had 
taken place, if possible. 

Further treatment of the case will depend upon the (1) Rev- 
elations of the cystoscope and of —— #-ray examination of 
the kidney—pyelogram, etc., (2) Further study of mass in the 
epigastrium, 

Cystosc (at Deaconess Hospital, November 24th) :—Under 
sacral anesthesia, administered by Dr. Goodman, oscopy was 
done by Dr. Cutler at the Deaconess Hospital on November 24th. 

Findings: No. 24 French Brown Burger concave cystoscope 
introduced, without difficulty; bladder capacity 300 c.c. plus; 
mucosa normal throughout—slight trabeculation, especially at 
base; right ureteral orifice prominent, gapping, with a few smalb 
hemorrhagic areas around the ureteral meatus; left ureteral 
orifice very contracted, almost pin-point—shows frequent spurt- 
ing of bright red urine; prostate normal in appearance—ap- 
parently normal for patient this age; right ureter catheterized 
with some difficulty—catheter obstructed at about 5 cm., possibly 
due to spasm; left ureter catheterized to pelvis of kidney, with- 
out obstruction; drainage from left side immediate, bloody in 
appearance; from right side, amber colored, cloudy; kidney 
pelves irrigated with normal salt solution, 

Focal Infection Removed:—On November 18th at 8:55 A. M. 
under local anesthesia by Dr. Harris the lower teeth—fourteen 
in all—were removed, patient having previously lost only his 
lower left second and third molars; the teeth were found even 
worse than the examination had led us to believe; the surgery 
was accomplished without difficulty, patient complaining of no 
pain ; there was no laceration of gums. 

Following the extraction of teeth, under local anesthesia ton- 
sillectomy was done by Dr. Higginbotham; left tonsil medium 
size, badly inftcted; right tonsil medium size, containing a large 
abscess, apparently of long standing, filled with creamy, foul 
smelling pus ;’ this surgery was accomplished without pain and 
without bleeding. 

Patient was removed to the Deaconess Hospital for further 
observation and treatment; there were given the following 

Directions:—(1) Absolute rest in bed. 

(2) Diet—Fruits and fresh vegetables; no meats; no coffee, 
tea or cocoa; abundant water to drink. 

(3) Hexamethylenamin Ampoules, intravenously, twice daily. 

Post-Operative Convalescence:—Twenty-four hours after 
surgery was done, patient’s condition is so unusually fine one 
could hardly trust his own eyes or believe his ears; patient 
says it is the first night’s rest he has had in months, he is free 
from: nervousness, he says he feels so good he almost doubts his 
tonsils and teeth have been removed; bowels, heretofore ob- 
stinatly constipated and only to be relieved by enema have 
moved freely; he partakes of his meals with relish and was so 
hungry he asked for food between meals; he wonders that he 
is getting no medicine internally; accordingly the following two 
prescriptions were written :— 

Rx No. 1: 

Maltine Ferrated 

Maltine with Cod Liver Oil aa 

Arom. Fd. Ext. Cascara Sagrada Lilly.... Oz. iss 

Tr. Digitalis Squibb Oz. ss 

M Sig: Tablespoonful, in water, after meals. 

Rx No. 2: 

Magnesium Sulphate a 
p. Licorice Powder Oz i 

M Sig: Teaspoonful, in a cupful of hot water, each 

morning before breakfast. 

Follow-Up:—Patient remained at the Deaconess Hospital 
from November 18th to December Ist, when he was taken to 
the home of a kinswoman on South Second Street, prepara- 
tory to returning to his home in Indiana where he begs to be 
permitted to go at the earliest possible moment. 

It is interesting to note the improvement in his urine—grav- 
ity reduced to 1010, 1012; albumin, pus and blood reduced. 
On November 30th, urine report reads: Transparency turbid ; 
color straw; gravity 1010; reaction acid; odor strong; bile 
negative; albumin negative; sugar negative; indican negative ; 
urea .6 per cent; sediment shows a few pus cells only, a few 
bladder cells; an occasional erythrocyte; no casts. Other speci- 
mens of urine are equally good. 
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Patient was soon up and about his room at the home of his 
kinswoman on Second Street; he has been out on the street, 
walking a distance of five or six blocks; on December 13th, he 
had gained nine pounds in weight, looking fine and feeling fine; 
he left for Crothersville, Indiana, on December 19th. We have 
heard from him directly and through his physician on several 
occasions ; up to the present time, his recovery is complete. 


CASE No. 2 


Mrs. J. L. D., Paoli, Ind., referred for examination by Dr. 
John I. Maris of Paoli. 

Under date March 29th, the Doctor writes us as follows :— 
“I am referring to the Clinic for diagnosis Mrs. J. L. D. I 
request that you determine what is going on in her left kidney. 
She has recently developed an acute cystitis with dysuria. 
Un the 19th inst., she began to complain of duil pain over the 
left kidney; urine heavily loaded with albumin; have not ex- 
amined for casts but am sure they are present; urine is bloody.” 

The following brief Summary of the Case is excerpted from 
our files :— 

History:—Four years ago, thinks she developed “female 
trouble” ; any jar or jolt would make the lower right side hurt; 
consulting a physician or two about this condition, received 
local treatments. 

Last week, suffered an acute condition involving bladder- 
throbbing pain at the mouth of the bladder, soon followed by 
pain in left lumbar region; urine passed every few minutes— 
much pain. 

Note: In presenting this case, to conserve time for yourselves, 
the further history of the patient and the results of the ex- 
aminations, other than the urological examination and the dis- 
covery of the focal infection, will not be included. 

Urine Study:—Six specimens examined; gravity 1020, 1922, 
1030; deviations from the normal—albumin, large amount up 
to % gram; pus 2 plus, 3 plus, 4 plus; blood, from 25 to 35 
cells per field up to 4 plus. 

Cystoscopy:—txamination by Dr. L. Lyne Smith, under 2 per 
cent novocain anaestheia; residual urine not over one-half ounce ; 
bladder shows no evidence of chronic condition; trigone con- 
gested; around left ureteral orifice there is an acute inflamma- 
tion; the orifice itself is much congested and oedematous, sug- 
gesting that a stone may have passed in the last few days; right 
ureteral orifice in normal position, normal in appearance; No. 6 
ureteral catheter passed to the right kidney pelvis, without diffi- 
culty—specimen urine sent to Laboratory; left ureteral orifice 
catheterized to about 4 cm from the kidney pelvis, where ob- 
struction was met with; urine from this kidney fairly clear, 
no microscopic blood apparent—specimen urine sent to Labora- 
tory. 

Discussion :—It will be recalled that last week, pain was 
suffered in the left lumbar region extending to the groin—dura- 
tion twenty-four to thirty-six hours; considerably bloody urine 
passed during the paroxysm; the history and the findings are 
suggestive of the passage of a stone through left ureter; bladder 
examination shows no evidence of stone. Urine (right kidney) : 
Shows a few leucocytes, many renal cells, a few blood cells— 
25 to 30 to the field, many bacteria. Urine (left kidney) : Shows 
pus 2 plus, many renal cells, 10 or 15 blood cells per field; 
many active bacteria present. Urine (bladder): Shows no in- 
crease of pus or blood, suggesting that the pus is coming from 
the left kidney and possibly due to renal calculus. 

Preliminary Conclusions: 

(1) Renal colic on Thursday, March 26th—probably stone 
passed. 

(2) There is an obstruction to the nassage of the catheter be- 
yond a point about 4 cm from the left kidney pelvis, indicating 
possible stone now or possible spasm of left ureter. 

Recommendations: Pyelogram should be done as soon as 
possible and proper procedures undertaken to assist patient in 
passing stone, if it is of a size to pass through the ureter. 

Smear from Urine (right kidney): Negative for tubercle 
bacilli. 

Smear from Urine (left kidney): 
bacilli. P 

Follow-Up Observation: — Following cystoscopy patient left 
operating room at 5:20 P. M.; she said she felt fairly well ; was 
a bit faint; she soom became nauseated and vomited; at 6:15 
P. M. she said she was hungry and insisted upon having some 
nourishment; she partook of a light tray; at 10:00 o’clock, the 
paroxysm of pain appeared, suddenly ; she writhed in agony. with 
pain in the left back; she vomited profusely; morphine was re- 
quired to control the pain. 

Urine (next day) : Showed albumin % gram, pus 4 plus, blood 
10 to 12 cells per field, a few finely granular casts. Temperature 
rose from 99 to 1024-5. It is interesting to note that the blood 
count, March 30th. showed lencocytes 7,000 and blood count, 
April 4th, showed leucocytes 21,800; this was noted coincident 
with paroxysm of pain. 


Negative for tubercle 
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Cultures made from catheterized specimen of urine from 
each kidney :— 

Left kidney shows short, irregular, gram negative bacillus— 
apparentiy belongs to the bacillus proteus group. 

Right kidney shows no growth, after 48 hours incubation. 

Discussion:—In consultation with the referring physician, Dr. 
Maris, it was agreed that emergency surgery might be necessary, 
Dr. Maris giving his consent that the surgery be done. 

X-Ray Examination (April 2d) :—14 x 17 duplitized film, 
Bucky diaphragm double screen technique—left kidney, left 
ureter and bladder region: There is a distinct shadow, typical 
of stone about one-half the size of a pea, appearing in the course 
of the left ureter a few centimeters from the bladder; two 
other smaller shadows, above, are not suggestive of stone. 

Conclusions: Nephrolith, left ureter; possibly other stones in 
the kidney pelvis. 

April 3d:—Urine shows 4 plus pus; drainage of urine excel- 
lent ; general condition of patient much improved. 

April 4th:—Patient continues to improve, though she is not 
beyond the possibility of emergency surgery. 

April 7th:—In re radiograph interpretation, Wishard Clinic :— 
Dr. Smith took with him the radiographs to Dr. Wishard’s Clinic 
in Indianapolis ; some of the staff of the Wishard Clinic expressed 
the opinion that a stone was shown in the Roentgenogram; Dr. 
Smith reported Dr. Cole was not so positive stone was present, 
though it seemed to be the consensus of opinion in the Wishard 
Clinic that the kidney itself was large; neither Dr. Smith nor I 
share in this opinion. 

Kidney Function Test (April 8th) :—First hour, 15%; second 
hour, 22%4%. 

Recheck X-Ray, Left Kidney and Ureter Region (April 8th) : 
—14x17 duplitized film, double screen Bucky diaphragm tech- 
nique. No stone shows in this picture. 

Urine (April 8th) :—Gravity, 1008; albumin trace; pus 2 plus; 
blood cells 3 to 4 plus. 

Focal Infection, Buccal Cavity:—Upper right lateral has gold 
crown, around which there is abundant exudation of pus on the 
slightest pressure; upper left cuspid has a bridge attached, which 
runs over to the upper right central, the attachment on the cen- 
tral being a gold inlay; both this cuspid, crowned with gold, and 
the upper left first bicuspid, crowned with gold, show consider- 
able inflammation with exudation of pus on slight pressure; the 
nerves of these three teeth are reported to have been killed when 
the crowns were applied; lower left second molar badly decayed 
and broken down; lower right first molar badly decayed and 
broken down; s-ray corroborates findings and shows abscess 
around the lower right first molar. Extraction of these teeth 
recommended. 

Throat: Tonsils large, show chronic infection; it is easy to ex- 
press from both tonsils foul smelling, cheesy debris and pus. 

Focal Infection Removed: On April 10th, under block anaes- 
thesia, dental extraction was done at 4:00 P. M., followed by 
tonsillectomy under local anaesthesia; cheesy abscess encountered 
in both tonsils, 

April 25th: Patient writes us as follows: “Am feeling fine; 
my throat is well; have had no pain in the kidney region since 
I left Clinic.” 

April 30th :—Patient returns to the Clinic from her home in 
Indiana. 

Urological Examination:—Patient apparently fully recovered 
from urological symptoms; there jis no bladder irritability, urinary 
frequency or dysuria. 

Tongue moist, clean; temperature, pulse and respiration nor- 
mal. 

Catheterized specimen re-examined for tubculosis and guinea 
pig inoculation done; result negative. 

May 18th:—Under date May 18th Dr. Maris writes us from 
Paoli, Indiana, as follows: 

“Mrs. D. swears she is well; I am inclined to think she is right. 
She has no symptoms at all; the urine has never shown albumin 
or pus since her last visit to Louisville.’ 

September 9th:—Patient writes us: “Am getting along fine; 
have gained several pounds since my return home.” 

The Solomon Clinic Bldg., 

201 E. Chestnut Street. 


Foreign Proteins in Rheumatoid Arthritis 


The intravenous or intramuscular injection of foreign pro- 
teins produces clinical improvement in cases of rheumatoid ar- 


thritis. It should be used in addition to older methods of treat- 
ment.—(Dr. J. N. Cruickshank, of Glasgow.) 


Endocrines in Rheumatoid Arthritis 
Study all patients of rheumatic stock for evidences of thyroid 
instability in themselves and their parents. If they are refrac- 
tory to the salicylates, try thyroid therapy cautiously.—(Llezwe!- 
lyn J. Llewellyn, of London.) 
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The Physician’s Month in the Law Courts 


ArTHuR M. Harris, 
Seattle, Wash. 


State reciprocity statutes, as applying to medical 
practitioners, will not be thwarted in their application 
by “finely-drawn technicalities,” at least in the State 
ot California, says the appellate court of that state 
in one of its current decisions. It might be of inter- 
est, in passing, to remark that reciprocity statutes 
control quite a wide variety of matters; not only do 
they apply to physicians but have an application to 
lawyers, to insurance and similar subjects. Popu- 
larly put, the idea of the reciprocity statute is that 
if the citizens of state A, say, are given equal priv- 
ileges in the subjects covered with the citizens of 
state B, in state B, then state A will do the same thing 
for the citizens of state B who seek to do business 
or pursue their profession in state B; but if state A 
has certain restrictions against the citizens of state 
B, state B will put the citizens of state A to the same 
disadvantage when they come within its boundaries. 

To go back to the beginning of the incidents which 
the California court recites in the decision under re- 
view, it appears that a certain physician, upon com- 
pleting his course of study in the Detroit College of 
Medicine, was given by the secretary of that institu- 
tion a certificate to the effect that he was entitled 
to be awarded a diploma. This was in May, 1907. He 
presented this certificate to the board of medical 
examiners of the State of Michigan and apparently 
upon the strength of it was admitted to the examina- 
tions, which he passed and was licensed. Three days 
after the date of his certificate he was awarded his 
college diploma. It appears to have been the clerical 
practice of the Detroit college at that time to issue 
certificates preliminary to the awarding of diplomas, 
at least, in a number of instances. 

The physician in question practiced his profession 
in the State of Michigan from 1907 to 1924, when he 
seems to have spent a year in Colorado, from which 
state he went to California, in 1925, and there ap- 
plied, by the Class C application, for reciprocity li- 
cense, under section 13 of the Medical Practice Act 
of that state. In support of his application he pre- 
sented his certification by the Michigan state exam- 
iners, at the same time proving that the requirements 
for the issuance of such a license in Michigan were 
not less than those required in California. It was 
also shown that the Detroit College of Medicine, of 
which he was a graduate, is a Class A medical school 
and within the membership of the Association of 
American Medical Colleges. 

But the California examiners, going far back into 
the history of the applicant, found in the fact that he 
had first presented to the Michigan state examiners 
the certificate of the secretary of the Detroit college 
rather than the actual diploma of that college, what 
they considered a serious obstacle to his admission 
in California. Solely upon this fact, they refused 
the applicant the reciprocity license to which, other- 
wise, he was unquestionably entitled. He applied 
to the courts for an appropriate order directed to the 
State examiners ordering them to issue the license 
desired. The case reached the California appellate 
court and there the applicant was successful, that 
court ordering the state examiners to give the ap- 
plicant the benefit of the reciprocity act. The court 
said’ “The certificat’ was to all intents and purposes 


the equivalent of a diploma. It certified that the 
holder thereof had passed his final examinations and 
he was therefore entitled as a matter of right to his 
diploma. Moreover the diploma was in fact issued 
to him before he was granted his license. To say 
that under such circumstances he was not possessed 
of a diploma entitling him to take his examinations 
would be to put a narrow construction upon our 
(reciprocity) statute.” 
+s 


Here are facts which the Oklahoma supreme court 
holds would, if proved, support a judgment of negli- 
gence in a suit for malpractice: A boy of some ten 
years of age, says that court, was run over by an au- 
tomobile and his left leg broken. The defendant 
physician was consulted who, upon examination, dis- 
covered a fracture of the tibia, to which he applied 
the appropriate treatment. The boy still complained 
of great pain in his leg, which had been placed in a 
cast, from the foot to the knee. In spite of the phy- 
sician’s predictions that the trouble would soon pass, 
the patient still complained, and a skiagraph was 
taken, which showed a proper setting of the fracture. 
For three weeks, it is alleged, the physician left the 
cast on the leg, without further examination or diag- 
nosis. At the end of that time and upon the urgency 
of the patient and his parents the cast was removed 
and a further examination made, when the physician 
discovered that there had also been a fracture of the 
fibula. Thereafter the bone was reset and a Lane 
plate attached, but the result, it is stated, was a 
permanently deformed limb. The physician was sued 
for negligence, when the court, in overruling his 
demurrer to the plaintiff’s complaint, sent the case to 
a jury, saying, as above observed, that such facts, 
if properly proved, would support a judgment for 
damages. 

* * * 


In a Massachusetts case, the defendant physician 
was the head of the x-ray department of a certain 
hospital, in which department, says the court, there 
was also employed a three-year medical school stud- 
ent whose duties concerned the operation of the #-ray. 
The plaintiff woman applied at the hospital for the 
*#-ray treatment in the removal of tonsils, and she 
was given an application by the student mentioned; 
at no time did she see or consult the defendant, head 
of the x-ray department. The student, it seems, 
neglected to use a filter and the woman sustained in- 
juries, for compensation for which she sued the physi- 
cian, in charge of the #-ray department, claiming 
that she had been attracted to the hospital and per- 
suaded to accept the treatment she did because of the 
defendan’s wide reputation as an x-ray expert. The 
court, however, dismissed her case, saying that the 
head of the department, the defendant, and the stud- 
ent who had actually applied the treatment, were 
but fellow-employees of the hospital, and that there- 
fore the department head was not in law responsible 
for the negligence of the operator, and this despite 
the fact that it was shown that the defendant re- 
ceived at least a part of his compensation in the form 
of a portion of the fees for x-ray treatments. 

(Concluded on page 98) 
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Recovery from Rupture of the Liver Following 
Injury by Bob-Sledding 


S. Rosert Scuuttz, M.D. 
CHIEF OF DIABETIC DEPT., STUYVESANT POLYCLINIC. 


New York. 


Recovery from traumatic rupture of the liver is such 
a rare occurrence and the speed in beginning operation 
such an important element that it is desirable to place the 
following case on record. 

In this case the time elapsing between the injury and 
operative precedure was less than one hour. The injury 
was to the left lobe of the liver, but with every symptom 
and sign of alarming intra-abdominal hemorrhage from 
some source in the upper left quadrant. 


_A boy, fourteen years of age, while coasting, lost control of 
his sled and came violently in contact with a lamp post. He was 
eng | shocked, but managed to reach his home, lay down 
on his , and complained of nausea, weakness and pain in his 
upper abdomen. Pain increased by deep respiration. 

Twenty minutes later, there was apparent on inspection ex- 
treme pallor of the face and extremities, air hunger, and a rapid 
shallow respiration. The abdomen was moderately distended; 
muscular rigidity, most marked in the upper left quadrant; dis- 
tinct tenderness under the left costal border; fluid wave and 
shifting dullness in the flanks. Pulse just perceptible at the wrist 
and very rapid. It was even impossible to count it in the femoral 
or carotid region. 

At the hospital his blood was typed, a donor found, and the 
two placed on adjacent tables. As soon as the transfusion tubes 
were in place, and the patient under light anesthesia, orders were 
given to begin the transfusion as soon as the peritoneal cavity 
was opened. Operation by Dr. Geo. E. Brewer, assisted by Drs. 
Chas. F. Memhard, I. C. Rubin and S. Robt. Schultz. 

An eight inch incision was made through the upper left rectus, 
and a large quantity of fluid and clotted blood quickly evacuated. 
On introducing the hand to the splenic area, a mass of — yer 
of what was supposed to be spleen was brought to the surface of 
the wound and much to our surprise was found to be liver. 
There were at least five irregular fragments hanging to the 
falciform ligament by pedicles of various sizes. On further in- 
spection two spurting jets of bright arterial blood were seen 
issuing from the torn surface near the ligament. These were 
secured by two mass ligatures; the fragments pushed against the 
diaphragm, and held in place by a very large mass of gauze 
packing, the end of which protruded from the upper part of the 
incision. The remaining portion of the wound was closed by 
through and through sil wormgut sutures. 

During the operation the patient received 1,400 c.c. of blood. 
He rallied gradually and was able to take water and fluid food 
on the second day. The temperature varied between 99 degrees 
and 102 degrees for ten days, when he was again anesthetized 
and the gauze removed. No hemorrhage followed its removal, 
but a large quantity of reddish brown syrupy fluid composed of 
blood and disorganized liver tissue. For nearly three weeks the 
temperature varied between 101 and 105 degrees, but with a nor- 
mal blood count and no signs of suppuration. This was regarded 
as the manifestation of a toxemia produced from the absorption 
of retained necrotic fragments of liver and in time subsided as 
the deep-seated cavity was frequently irrigated with Dakin’s 
solution. 

From this time on his recovery was rapid and uneventful. 
Feces and urine were normal during the entire period. 

Blood within the range of normal. 


Manifestly success in these cases depends on: 

1st. Time which lapses between injury and explora- 
tion. 

2nd. Age and constitution. 

3rd. Occupation plays a very prominent part. It is 
obvious that it is most likely to occur people em- 
ployed in hazardous tasks. Also as a result of violent 
accidents. 

4th. Method of management. It is very important 
that the method of management be prompt and efficient 
always bearing in mind that if life is to be saved the 
time factor is of utmost consideration. 

A hasty and incomplete perusal of the literature gives 
the following startling facts: Geo. E. Brewer’ (in 
charge of case cited) finds fatalities in severe liver in- 
juries about fifty per cent in all cases that were in his 
charge in- the various hospitals. This is the only case 
of traumatic rupture of the left lobe that he has seen. 

John B. Murphy? in a collection of 543 cases of in- 
jury to the liver, quotes more than one half of deaths 
in 24 hours due to hemorrhage. The shock present is 
often out of proportion to the hemorrhage. J. C. Da 
Costa® describes method of procedure and also finds a 
mortality in all liver accidents to be above 50 per cent. 
W. G. MacCallum‘ makes the point that the liver injury 
may be very severe and yet the skin remain intact. 
He states that only occasionally some cases recover. 
G. R. Fowler® cites 267 cases of rupture of the liver 
with 135 deaths. A. J. Ochsner® cites 305 cases and 
states that recovery was of unusual occurrence, death 
most frequently being due to sepsis. 

B. F. Tilton’ quotes Tallman, F. Lejars, F. Burrows 
and his own series of cases and comes to the conclusion 
that the mortality in these cases of severe injury to 
the liver ranges between 50 per cent and 78.1 per cent. 
He also quotes Terries and Auvray covering 45 cases 
with more improved mortality statistics. 
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What Builds Babies? 


Dr. Dorothy Reed Mendenhall, of the Children’s Bureau, U. 
S. Department of Labor, gives a sample day’s menu for the 
average expectant mother. 

The average-weight woman will need, during the prenatal pe- 
riod, about 3,000 calories every day. That is, she will need not 
only the “dietary essentials,” described in my last article, which 
will give her 1,000 calories, but enough food to produce 2,000 
additional calories. 

A sample ray’s menu for this average expectant mother is as 


follows: 
Breakfast 


Raw Fruit: One-half grapefruit or whole orange. 


Cereal: Oatmeal, or any whole-grain cereal, with whole milk 
and sugar. 
Bread and Butter: 
with 1 pat of butter. 
Milk: One cup of cocoa made with whole milk. 
10 A. M. Luncheon 
Milk: One glass of whole milk or eggnog. 


Dinner 
Meat, Fish, or Egg: Two beef balls, or scrambled eggs. 
Potato: Baked potato with 1 pat of butter. 
Green Vegetable: Creamed spinach. 
Bread and Butter: One slice of whole-wheat or graham bread 
with 1 pat of butter. 
Dessert: Baked custard made with whole milk. 


One slice of whole-wheat or graham toast 
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Gallbladder Lesions 

The formation of gallstones may be aseptic or infective, says 
J. B. Haeberlin of Chicago. 

Aseptic gallstones are due to a precipitation of cholesterin 
present in excess in the gallbladder, the normal amount being 
twenty to eighty mgm. to one hundred c.c. of bile and one hun- 
dred and thirty to one hundred and eighty mgm. to one hun- 
dred c.c. of blood. Cholesterol oleate is excreted into the gall- 
bladder and the oleic radical split off and reabsorbed by the 
mucosa. A single pure cholesterin calculus is thus formed with- 
out any causal inflammation. 

Infective stones are due to a mild grade of inflammation of 
the mucous membrane of the gallbladder. As a result there is 
an excessive liberation of cholesterin from the mucosa of the 
gallbladder, the bilirubin and calcium acting as a cement. The 
cholesterin content of the bile varies with the cholesterin content 
of blood, an increase or decrease in the blood causing a similar 
change in the cholesterin content in the bile. When infection 
occurs in a person with hypercholesterinemia and high cholesterin 
content in the bile, the condition for calculus formation is doubly 
assured. 

The microorganisms causing a lithogenic catarrh are especially 
the typhoid, paratyphoid, colon and streptococcus (nonhemolyti- 
cus). This is thought by some to be the most important trouble- 
maker. Other organisms are the pneumococcus, pneumobacillus, 
streptococcus hemolyticus, staphylococcus, micrococcus, Bacillus 
pyocyaneus, Bacillus influenza, and others. 

Stagnation of bile is also an essential factor. Wherever stag- 
nation exists there is a condition favoring infection. The ana- 
tomical and physical conditions producing stagnation are low 
fundus of gallbladder, cystic duct being higher than the bile, 
spiral fold in cystic duct causing retardation, low grade flaccidity 
of gallbladder wall. The sphincter of Odii, in its relation to 
diet has been proved to have a marked influence on stagnation. 

The following triad of conditions, then, constitutes the acme 
of perfection in the production of gallstones, namely, high choles- 
terin content, stagnation of bile, and infection. 

Klivert has produced stones experimentally in ten days. 
Rolleston and Mignot state that in five to six months a well 
formed stratified gallstone may be formed. Moynihan reports a 
case of typhoid fever in which a stone was formed in three 
weeks, Cameron reports a case in which thirty-eight gall- 
stones were formed in a period of eighty-six days. I have a 
case in which a gallstone the size of an egg was probably formed 
in eighteen months, 

It increases with age. Still reports ten cases during intrau- 
terine life. The female sex is predisposed to the formation of 
gallstones, 

The manifestation may be grouped as follows: confined to 
the gallbladder, biliary colic, obstruction of common duct, ex- 
tensive inflammation to surrounding parts. The symptoms, how- 
ever, produced by stones are protean and are grouped as fol- 
lows: Masked or initial symptoms, biliary colic, purely mechanical 
or aseptic aspects, including intestinal obstruction, inflammatory 
and infective results, fistulae. 

Masked or initial symptoms.—Obstinate dyspepsia without re- 
lief from treatment, often diagnosed as gastralgia or gastritis. 
This is especially the case when the hydrochloric acid is de- 





creased. Epigastric distress, coming on from thirty to forty-five’ 


minutes after meals, ca more especially by the ingestion of 
greasy food and relieved by vomiting. Heartburn is very com- 
mon. All of these symptoms may suggest gastric or duodenal 
ulcer but in gallstones we have irregularity of symptoms—inter- 
vals of dyspepsia which come and go. Epigastric pain is not 
relieved by taking food. 

Biliary colic—This is due to spasm of the muscular coat of 
the bile ducts and gallbladder. Large free stones may not pro- 
duce colic, while typical colic may be produced by inspissated 
bile. Inflammation and kinking may also produce biliary colic. 
We also may get typical biliary colic in plumbism, tabes, and 
hysteria. Pain of biliary colic is usually paroxysmal and one 
of the most intense known to mankind. The pain may be pri- 
marily in the back, to the right of the eighth to eleventh dorsal 


vertebrae, then spreading to the front to the right hypochon- - 


drium, from thence radiating left hypochondrium, umbilicus and 
hypogastrium, also to the thigh, right arm, and neck. In some 
cases the pain begins in the epigastrium. The pain usually lasts 
three to four hours or perhaps only a few minutes. There may 

reflex vomiting, flatulent dyspepsia, shivers and rigors, cold 
clammy perspiration, Fever may or may not be present. Ab- 
dominal muscles are rigid and tender, pulse rate normal and 
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small, leucocytosis slight; albuminuria common, glycosuria rare. 
Indicanuria may or may not be present. Jaundice may or may 
not occur. 

After an attack there are cutaneous hyperesthesia and muscular 
soreriess of abdomen especially over the right hypochondriac 
area. This may continue for weeks, Chauffard has described 
eight tender spots existing during the interval between attacks. 

In the diagnosis of biliary colic if the classical pains exist, 
with subsequent calculus in the stool, the diagnosis is certain 
In the absence of stone, the diagnosis is not absolute. An acute 
cholecystitis may exist. In renal colic pains radiate down the 
testes, and there are frequent urinations and urinary findings. 
There may be Dietl’s crisis and gallstones in the same patient. 
The appendix should always be considered, as we know there is 
a concomitant involvement of the appendix in twenty-five per 
cent of gallbladder disease, and this is especially difficult when it 
is high in the abdomen. We must also consider hyperchlorhydria, 
gastric and duodenal ulcer and in these we have attacks more 
regular and not so agonizing. The hydrochloric acid is increased. 
The patient has learned that alkalies bring relief. 

In perforation the patient lies quietly, and in biliary colic he 
writhes in pain. Tabetic crises should be ruled out by eye 
findings, the absence of the patellar reflex, and other neurogoli- 
cal findings. In severe mucous colitis the stool findings are 
significant. 

1. Stones in the gallbladder rarely give symptoms. (There 
may be associated cholecystitis.) Very rarely it is possible to 
produce symptoms by pressure. 

2. Impaction of stones in cystic duct produces colic and 
severe vomiting at times. There may be intermittent hydrops, 
dilated gallbladder or shriveled gallbladder. 

3. The mechanical effects of stones in common bile duct in- 
clude the occurrence of sudden, severe pain. Pain may be ab- 
sent, however, depending upon the size of the stones, irritation, 
and spasm. Jaundice is usually present and persistent and as 
long as calculi remain, but may gradually subside. In excep- 
tional cases there may be obstruction and no jaundice. Spon- 


taneous cure, following discharge of the calculi may occur, but 
should not be taken into consideration, as waiting sometimes pro- 
duces an irreparable condition in the liver. 

4. Gallstones in the ampulla of Vater may produce an acute 
nepeetoee pancreatitis. 


- Mechanical obstruction of the intestines is very rare. 
Fritz, Barnard and Morestin have collected cases. A small 
calculus, if angular, may set up a reflex spasm of the bowel and 
obstruction. In the majority of cases the stones have ulcerated 
their way from the gallbladder into the duodenum. The patient 
is usually old. Vomiting is severe, and there is a previous hystory 
of attacks. Tympanitis is usually absent. F 

1. In the gallbladder there may be diverticula, ulceration, 
scars, and perforation. 

In the cystic duct, impaction, ulceration, hyperplasia and 
surrounding infection. 

In the common duct, ulceration and infection following 
lymphatics—chronic pancreatis—changes in the liver. There 
may be intermittent fever termed by Charcot “intermittent hepa- 
tic fever.” 

These may be internal or external. Internal fistulae may join 
up with the stomach, duodenum, intestines, kidney, and bladder, 
and even with the bronchi, it has been said. 

The diagnosis of cholelithiasis may be easy or difficult, or at 
times impossible. It is well to give a diagnosis of gallbladder dis- 
ease and add, with probable gallstones. The +-ray is of great 
diagnostic aid. Different workers report positive findings in 
stones in from twenty-five to seventy-five per cent of cases. 
However, a negative reading does not exclude the presence of 
stones. 

It is plainly evident that in a given case of gallbladder dis- 
ease, subject to so many changes and factors, our prognosis de- 
pends upon the extent of pathological or morbid changes, the 
extent and duration of infection, the condition of the biliary 
tract, the type of infection and the clinical types of gallbladder 
disease. This, combined with the general resistance of the 
patient, gives us our outlook on prognosis. In a general way 
the better our interpretation and judgment of clinical and patho- 
logical findings in the patient, the better will be the end re- 
sult or prognosis. In the acute suppurative cholecystitis, with 
extending infection and peritonitis, the prognosis is necessarily 
grave, while in the acute non-suppurative, catarrhal cholecystitis, 
with or without calculi, the prognosis is good. - In a chronically 
infected gallbladder, with or without calculi, the ultimate out- 
come depends, aside from the skill of the surgeon, upon the 
methods of surgical treatment. As a general rule, the removal 
of the gallbladder (cholecystectomy) offers a much less subse- 
quent morbidity, but carries with it a slightly higher mortality.— 
(N. Y. Med. Jour., Sept. 2, 1925.) 
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Elusive Ulcer of the Bladder 

In 1920 Floyd E. Keene, of Philadelphia, reported ten cases of 
elusive ulcer of the bladder; since then, ten additional cases have 
come under observation. Hunner was the first to describe this 
lesion as a definite pathologic entity under the name of elusive 
ulcer of the bladder, so designated because of the ease with 
which the lesion may escape detection. As Hunner pointed out 
in his original paper, the condition is a rare one so that but few 
contributions to the subject have been made and no one has re- 
ported a large series of cases. With but minor exceptions, Hun- 
ner’s original description of the pathology and symptoms has 
been confirmed by the various authors. 

The lesion is characterized by more or less thickening of the 
entire bladder wall with edema and minute, superficial ulceration 
of the mucosa. While more commonly limited to the vertex of 
the bladder, the diseased area may be more extensive, but never, 
in our experience, extending to the trigone or implicating either 
ureteral orifice. In contradistinction to other types of chronic 
cystitis, the disease is never “patchy” in distribution, but is lim- 
ited to one section of the bladder. On palpation, the bladder wall 
is firm and this inflammatory thickening may extend to the para- 
vesical tissues and the peritoneal reflexion. 

Under brilliant illumination, the diseased area appears distinctly 
edematous and stands out in sharp contrast to the healthy mucosa. 
The ulcers are usualy multiple, but may be single; they are 
always very superficial and may be so small as to make their 
detection difficult. The edges are clean cut and the bases bright 
red or more rarely covered with a purulent fibrinous exudate. 
The lightest touch with a cotton-covered probe causes bleeding. 

Microscopically, the bladder wall is thickened, due largely to 
edema with loosening of the intermuscular connective tissue; an 
increase in the amount of fibrous tissue may occur but this is 
unusual. At the site of ulceration, the surface epithelium is lack- 
ing but the defect does not extend deeply as evidenced by the 
fact that the basement membrane is present and may be thickened. 
Immediately beneath the basement membrane the symptoms of 
this lesion are intense dysuria and frequency of urination. In 
no disease of the bladder is the suffering more acute. It is fur- 
ther characterized by its chronicity, having been present in most 
of our patients for several years, subject to remissions and ex- 
acerbations but never with complete subsidence of discomfort. 
Due to peritoneal involvement, lower abdominal pain may be 
present, simulating a chronic pelvic peritonitis or appendicitis. 
Reference of pain to the perineum, rectum, back, or down the 
thigh may be mentioned. Posture has no effect on the pain, and 
dysuria is present at night as well as during the day. As in most 
cases of cystitis, premenstrual congestion exaggerates the symp- 
toms. 

Several patients have stated that bloody urine has been noted, 
particularly when the desire to urinate could not be gratified 
immediately. The explanation of this is readily found cystosco- 
pically, for bleeding from the ulcers often follows upon painful 
distention of the bladder. In most of the cases, however, the 
urine has been grossly normal, with only a few pus cells and red 
blood corpuscles microscopically. Three showed a wel-marked 
pyuria of bladder origin, the kidney specimens being normal. 

The cystoscopic picture is characterized by an area of edema 
of varying extent occupying the vertex of the bladder. With 
brilliant illumination, so essential to the detection of the lesion, 
a sharp line of demarcation between the edematous and normal 
mucosa is apparent. Situated within this area and often sur- 
rounded by an areola of intense redness, the superficial, sharply 
outlined ulcers are seen. These ulcers are always minute, being 
only a few millimeters in length and breadth and may present a 
base of bright red granulation tissue or are covered with a deli- 
cate purulent fibrinous exudate. From over-distention of the 
bladder or on touching with a catheter or probe, the ulcer bleeds 
readily. The ulcers are usually multiple and while more com- 
mony seen in the bladder vertex. may be located nearer the base. 
Occasionally in the edematour area, one may see linear elevations 
giving the impression that scar tissue has been formed and one 
or more ulcers may surmount the crest of these elevations. The 
trigone and ureteral orifices are invariably normal. 

The etiology of this condition presents a problem which re- 
mains unsolved. Hunner’s original idea that it represents the 
result of an infection of hematogenous origin, the primary focus 
being in the teeth, tonsils, or sinuses, is generally accepted. In 
each of our cases, diligent efforts have been made to locate and 


remove such foci but in no instance has the removal of infected . 


teeth or tonsils had the slightest effect in relieving the bladder 
symptoms. Hunner has called attention to the fact that the 
lesion is ofen found in association with ureteral strictures and 
that treatment directed toward relief of the diseased ureter results 
in amelioration of the ulcer symptoms. This experience, together 
with the fact that lesions identical with the elusive ulcer are seen 








in association with frank renal infection, warrants the surmise 
that possibly an obscure lesion within the kidney may be the 
primary focus in some instances. Hunner has seen over one 
hundred elusive ulcer cases. He finds an associated ureteral 
stricture in nearly half of these patients. In several instances, 
marked relief of the bladder symptoms has followed upon ureteral 
dilatation, with no special treatment of the ulcer itself. At the 
same time, if the patient has infected tonsils, teeth or sinuses, these 
foci are cared for and he has observed a few results which war- 
rant the conclusion that the bladder condition is much improved 
by the elimination of these foci. Should the above procedures 
fail to give relief after one year, Hunner advises excision of the 
ulcer-bearing area. Operation is followed by a recurrence of 
symptoms and the appearance of a lesion similar to the original 
in one out of five or six patients. 

Kretschmer has abandoned excision in favor of fulguration. 
In a large number of cases, fulguration has given most satisfac- 
tory results. He is of the opinion that the percentage of recur- 
rences is not as high with fulguration as with excision. 

Furniss believes that resection is indicated in ulcers associated 
with marked thickening of the bladder wall in the vicinity of the 
ulcer. The objections to resection are that it is a formidable 
procedure and when done sufficiently beyond the margins of the 
ulcers, a considerable portion of the bladder must be removed. 
Fulguration has given very satisfactory results though in some 
cases two or three treatments have been necessary, either because 
the first fulguration was inadequate or because new ulcers formed 
In two patients, he has fulgurated the ulcers through a supra- 
pubic incision. While this seems a radical procedure, the ful- 
guration may be done more accurately and thoroughly and in one 
recent case gratifying results were obtained after three cysto- 
scopic fulgurations had failed. 

Braasch states that his experience in the treatment of elusive 
ulcer has not been very satisfactory. He is inclined to believe 
that such ulcers are merely part of a general infection of the 
bladder and in some cases there is a dormant infection in the 
kidney as well. He has observed in many cases that as soon as 
an apparently localized ulcer was cured, areas of infection ap- 
peared in other portions of the bladder. Among the various 
antiseptic solutions which he has used in lavage of the bladder 
are phenol, according to the Rovsing method and mercurochrome; 
these two gave better results than any others, although they have 
been merely palliative as a rule, having rarely been followed by 
permanent relief. He has also tried continuous bladder lavage 
over a period of four hours daily with such solutions as acriflavine 
but without permanent relief except in an occasional case. In 
his experience fulguration has been disappointing, the improve- 
ment lasting for only a short time in most cases. While many 
patients will have a period of from three to six months of symp- 
tomatic relief, gradual recurrence of symptoms is the usual sequel 
and on examination, other areas of involvement similar to the 
original will be found. 

When the ulcer is definitely circumscribed and involves a small 
area confined to the dome or posterior wall, a wide resection of 
the area will give either marked improvement or complete relief 
in possibly 25 per cent of cases but he believes this group is but 
a small percentage of the total number of cases observed. What- 
ever the treatment of the bladder may be, he advises the elimina- 
tion of all foci of infection. 

Of the twenty cases which have come under Keene’s observa- 
tion, resection of the uicer-bearing area was carried out in four- 
teen, fulguration in three and three received no treatment. At 
the time of his first report the results of resection had been so 
satisfactory that he unreservedly recommended its adoption. But 
the test of time has shown that the results may be disappointing, 
due either to recurrence of the ulcer or to failure of the bladder 
to regain its normal capacity; under either circumstance there 
may be little if any amelioration of symtoms as compared with 
those originally presented. 

All of his patients have been traced. Recurrence of the ulcer 
has taken place in four. A second excision was performed in 
one of these patients with no recurrence in over three years al- 
though she has had two attacks of acute left pyelonephritis since 
the last operation. Another of the recurrent cases was fulgu- 
rated three months ago and has been relieved of her symptoms. 
One patient was but little improved by operation and doubtless 
has a recurrence although we have not had an opportunity to defi- 
nitely determine this. Permanent contraction of the bladder 
resulted in four patients; in three of these the bladder capacity 
was reduced to about four ounces, and although the dysuria was 
relieved, moderate frequency of urination persists, due to the 
limited bladder capacity, while in the fourth both frequency and 
dysuria are present and her suffering is more intense than before 
the resection. Including the patient above referred to who had a 
second operation, six patients have been cured with no evidence 
of recurrence and a normal bladder capacity at intervals ranging 
from one and three-fourths to seven years since operation. 
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Keene has carefully analyzed his cases, hoping to find some 
explanation for cure or recurrence but the type of lesion and 
operative technic have been similar in all, neither has the bac- 
teriologic content of the urine proved to be of any moment. 

His experience with fulguration has been too recent as well as 
too limited to warrant an expression of a definite opinion. It is 
difficult to explain how this condition can be cured by fulguration 
of the ulcer alone because the ulcer, according to our conception 
of the pathology, is but the end-result and a minute portion of an 
extensive inflammatory process. However, the rather remarkable 
relief following immediately upon fulguration in two of my 
cases, together with satisfactory results reported by other au- 
thors, makes me feel favorably inclined to its use if only as a 
means of temporary relief. 

What procedures should be carried out when such a lesion 
presents itself for treatment? His plan is as follows: 

The elimination of any possible focus of infection, particularly 
teeth, tonsils, and sinuses. An exhaustive study of the kidneys 
and ureters, employing every means to detect a lesion which might 
be responsible for the bladder pathology. Failing in this, local 
treatments to the urinary tract including bladder lavage with 
various antiseptics are not only useless but are productive of even 
greater suffering. We advise fulguration as the primary pro- 
cedure and it must include not merely the ulcer itself but a con- 


siderable portion of the adjacent mucosa. Fulguration is painful . 


and must be done under general or some form of spinal anes- 
thesia. Should the ulcers recur or fail to heal, a second or third 
fulguration is warranted. In those cases where repeated fulgu- 
rations have failed and where the lesion is limited to the vertex 
or posterior wall of the bladder, resection is indicated. We 
would strongly emphasize the fact that it must go wide of the 
ulcer, including the entire area of disease as usually clearly 
defined by the sharply outlined edema, with removal of the entire 
wa of the bladder wall. (Am. J. Obst. and Gyn., Sept., 


Crippling Due to Fractures 

Of the many by-products, and good ones, of the late war, onc 
of the most notable is the larger knowledge of fractures and of 
the methods of treatment which bring the best results both cos- 
metically and functionally. In the early part of this war when 
fractures, and particularly fractures of the femur, were treated 
largely by men with little or no experience; were placed in 
wards with those wounded in other ways; and were often shifted 
from place to place. and from surgeon to surgeon, the mortality 
was about 80 per cent. Later when these fractures were segre- 
gated and put in the hands of experienced surgeons, and par- 
ticularly when the use of the Thomas splint was widely taugit 
and promptly and universally applied, the mortality dropped to 
20 ner cent. 

In this relation Sir Robert Jones (British Medical Journal, 
May 16, 1925), than whom there is no member of the pro- 
fession wiser or more largely experienced, quotes the statement 
of a surgeon in a large teaching hospital, who before the war 
said, with feeling, “I am satisfied if the shortening is not more 
than ane to two inches.” He further notes that Thomas more 
than thirty years ago looked upon shortening of more than half 
an inch as a reflection upon his skill. 

Bearing on concepts which lead at times to crippling results, 
Jones points out that while end-to-end apposition of a fracture 
is desirable. in the absence of this almost perfect function may 
be attained providing the alignment is such as to throw no un- 
due strain upon a weight-bearing bone. If the femur, for in- 
stance, unites in proper alignment with the patient in the recum- 
bent position, this patient may safely be allowed to bear weight 
upon this bone in the matter of eight or ten weeks without fear 
of this alignment being disturbed. Protection against weight- 
bearing when there is not proper alignment and against bend- 
ing of the still soft parts is advisable for a considerably longer 
period. As for the explanation commonly given for deformity 
that this is due to muscle spasm. the latter does not occur, if the 
limb is placed in the position of muscle balance and particularly 
if this position is maintained by adequate protection. 

Jones states that a leading London surgeon who in his hospital 
cared for the injured London police, stated that he had never 

wn one with a Pott’s fracture to return to full duty. 
Jones points out that Pott’s fracture usually is complicated by a 
backward displacement of the foot; that this is readily reduced, 
but if it be not recognized and reduced there will be a per- 
manent crippling. This reduction, which is easiest immediately 
after injury, can be accomplished within three weeks thereafter : 

knee is completely flexed. the heel is pulled forward, and 
the end of the tibia pushed backward. This reduction, Jones 
States, is accompanied by a click as loud and distinct as that 
which denotes the return of a dislocated humeral head to its 
socket. The foot thereafter is fixed in inversion. Eversion will 
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occur unless the body weight in standing or walking is borne on 
the outer side of the foot. 

As for stiffness of the elbow-joint following condylar fracture, 
this occurs sometimes even though the elbow be treated in the 
fully flexed position. This sequel is due to failure in reduction. 
Reduction is accomplished by first supinating, then extending, 
and pulling while the upper fracture end is pushed back; there- 
after the forearm is pulled forward and flexed. This manipula- 
tion is applicable equally to all fractures of the elbow and to dis- 
location. The internal angular splint is regarded as pernicious. 
Jones cautions against the immediate application of plaster of 
Paris since it assumes complete reduction not always obtained 
as the result of the first effort and prevents extension. As 
the result of swelling it becomes unduly tight and, as this sub- 
sides, unduly loose. It also prevents massage. It is noted that a 
slough may occur in twelve hours or less when plaster is placed 
over a superficial bony surface not properly padded. It is 
pointed out that such sloughs may occur with little or no pain. 


Synergistic Analgesia and Anesthesia with Special Reference 
to Magnesium Sulphate, Ether, Morphin, and Novocain 
Gwathmey and Hooper report that based on animal experi- 

ments the clinical dose of 2 cc 50-per-cent magnesium sulphate 

solution administrated subcutaneously or intramuscularly is at 
least 100 times removed from the fatal dose. 

Magnesium sulphate used alone in sufficient amount to pro- 
duce anesthesia is the most dangerous anesthetic known. 

used as a synergist with other drugs is may become one of the 

most valuable drugs in the Pharmcopzxia—(J. Lab. and Clin. 

Med.) 


Local Anesthesia in Biliary Operations 

Where chronic disease has increased the danger of acute fatty 
degeneration from the action of a general anesthetic on the 
liver, it has been found well to use a local anesthetic in opera- 
tions on the biliary passages. says F. Mandl. Infiltration of the 
abdominal wall and peritoneum should only be used in uncom- 
plicated cases of cholelithiasis. Splanchnic anesthesia operated 
from before often needs to be supplemented by ether. This is 
thus a combined method. Splanchnic anesthesia operated from 
the spinal column is not free from danger, as there is the chance 
of wounding some vessel, such as the adrenal gland. The blood 
pressure is often depressed by the action of the drug on the 
splanchnic nerve. Death may result from this cause. 

Different experimenters have used paravertebral anesthesia, 
some using the sixth dorsal to the first lumbar segment. The 
eighth to the tenth are unpleasant to the patient as an intro- 
duction to an operation. The author thus recommends the use 
of the tenth and eleventh dorsal segments. Complete anesthesia 
is brought about in this way and it lasts until the end of the 
operation. Three cases were successfully treated without re- 
sorting to other anesthesia. Ten cc of a % per cent solution 
of novocain were injected into the tenth and eleventh dorsal 
segments. The abdominal wall was anesthetized by 50-60 cc 
of this solution, the same being used as in the paravertebral 
injection.—( Zentralbl. f. Chir., 1925, 52, 405.) 


Local Anesthesia 

G. Y. Massenburg of Macon in a paper before the 1925 meet- 
ing of the Medical Association of Georgia, at Atlanta, mentioned 
as the three principal elements making for success in local an- 
esthesia previous narcotic, proper apparatus and the injection 
of a liberal amount of the solution (novocain). He believes 
that at least 75 per cent of all surgery can be done easily and 
painlessly under local or regional anesthesia. In inflammatory 
conditions, unless the field of operation can easily be blocked 
away from the inflammatory area, operations are not easily 
done without pain. A laparotomy without pain can be more 
easily accomplished than the incision of a boil. Patients that 
seem to be nervous tolerate local anesthesia very calmly after 
the preliminary narcotic; also children that are at all reasonable 
and controllable. 


Appendicitis 
_ The mechanical factor of torsion is of the utmost importance 
in appendicitis, and places this disease in the same category with 
strangulated hernia and intestinal obstruction. The condition is 
urgent, delay is serious and an early operation should be per- 
formed—(Dr. Eric Jones-Evans, in the Practitioner.) 


Sprains and Bruises 
Diathermy offers a very valuable method for treating sprains 
and bruises. Pain is relieved and healing hastened—(Dr. S. E. 
Bond, of Richmond, Ind.) 
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Obstetrics & Gynecology 


Study of the Intramural Portion of Normal and Diseased 
Tubes, with Especial Reference to the 
Question of Sterility 
Studies on the intramural portion and diseased tubes were 
carried out by Dr. S. H. Geist, of New York, on. extirpated 
uteri and fallopian tubes. The specimens were prepared by tying 
the tubes at the fimbriated ends. A Rubin test was done and 
later by means of a piston syringe, the uteri were injected with 
a 20 per cent sodium iodide solution. The cervix was then tied 
to prevent escape of fluid and an x-ray photograph taken of the 
organs. The uterine horn and intramural portion of both tubes 
were then removed, fixed, cut 0.5 cm. in thickness and embedded. 
Interrupted serial sections were made, i. e., every fifth to eighth 

section of 15 microns was stained and mounted. 

Our injection experiments and x-ray photographs demon- 
strated that the intramural portion of the fallopian tube presents 
a varied course through the uterine musculature. In 40 per cent 
of the cases it traverses the uterine wall as a gentle direct curve 
with the convexity upward. Occasionally it rises in a steep 
curve from the uterine funnel. In the remaining cases the 
course is tortuous either traversing the uterine wall in a series 
of gentle convolutions up to four in number, or angulations either 
one or two in number. The tubal course may be symmetrical in 
type but often one side may present the gradual simple curve 
while the other may show the convoluted or angular type. 

Histologic studies on the interrupted serial section showed a 
gradual transition of uterine to tubal mucosa, though occasion- 
ally there is an abrupt differentiation. A transition zone is thus 
described and demonstrated. ; 

The normal tubal mucosa in the intramural portions show no 
definite villi, but varying grades of low simple protuberances 
from one to three in number. Hence the tubal contour may be 
oval, clover leaf shaped, like a letter H, or like a cross. 

Studies of the chronically diseased tubes showed that all the 
cultures were sterile and the tubal ends were grossly closed, 
clubbed or occasionally patent. 

Microscopically definite pathologic lesions can be demonstrated 
such as edema of the mucosa with infiltration of round cells and 
increased vascularity. Adhesion between the tubal folds form- 
ing lumina, some ending blindly and forming pseudoglands can 
be seen. In some instances as result of desquamation of epithelium 
and then healing, two canals are seen, or as a final end stage a 
scar or collection of round cells replace what once had been a 
definite lumen. Adenomatosis of the uterine cornu was rather a 
common finding in the old inflammatory cases. 

The x-ray photographs of the iodide injected organs are most 
instructive. The iodide solution may fail to enter the uterine 
funnel or intramural portion of the tube, or it may extend in- 
ward a short distance and present as a small round mass. Oc- 
casionally it traverses the intramural course and may be stopped 
at any point in the tube. 

In all instances where the interstitial portion of the tube per- 
mitted the passage of the solution the terminal portion of the 
tube was distended. We were never able to distend the inter- 
stitial portion or the first portion of the isthmus. This probably 
is due to the thick intrinsic and extrinsic muscular support of 
the tube. As was previously mentioned, the interstitial portion 
of the tube presents, just under the mucosa, a thick band of 
longitudinal muscle and a thinner interrupted band of circular 
muscle. As the tube progresses to the free portion the strong 
inner longitudinal bundles gradually decrease in thickness and 
disappear, the circular muscle remains as a thin layer and out- 
side of this develops a scattered incomplete longitudinal layer. 
The contractility of this interstitial portion is great, its lumen 
small, and these facts may explain why it is rarely distended. It 
explains why when these fresh organs are injected (still living) 
the fluid is forced out by the muscular contraction into the dis- 
tensible distal portion. It may also explain the shape of the 
veal pyo- or hydrosalpinx. 

en we review the importance of these findings both in the 
normal and diseased tubes we note that they have a distinct bear- 
ing on the question of sterility. 

The normal variations in the tubal course may of themselves 
present difficulties for impregnation. Tubes that have a decided 
convoluted course or the exaggerated angulations, depending on 
the number and sharpness of the angulations as have been men- 
tioned and shown, may offer a decided obstacle to the sperma- 
tozoa in their ascent or to the ovum in its descent. 

The various types of intramural lesions either inflammatory or 
neoplastic that have been mentioned offer too, an almost insur- 
rountable barrier for spermatozoa and ova even if the lesions 
are not absolutely obstructive. 

In view of the frequency of diseased conditions, in the intra- 
mural portion, that may offer a decided bar to the ascent of the 
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spermatozoa or the descent of the ovum, it is essential to deter- 
mine the site of all obstructions in diseased tubes. The important 
thing is to determine if the obstruction is only at the fimbriated 
extremity, or at the intramural portion or at both places, Prob- 
ing the tube is practically impossible as can readily be understood 
by visualizing the course, tortuous and fixed in the uterine horn, 
of a tube whose caliber is from 0.5 to 1 mm. 

The most reasonable method is that suggested by Kennedy 
and with a perfection of technic it should prove of inestimable 
value. 

It is obviously useless to attempt a plastic operation on the 
fimbriated extremity, with an occlusive lesion in some other por- 
tion of the 

The interpretation of the insufflation test must be somewhat 
changed in the light of these findings. The variations of the 
normal intramural tubal course, with its convolutions and sharp 
kinging so frequently seen, may account for the marked varia- 
tions in pressure required to obtain a positive test. A high pres- 
sure may not mean an abnormal intratubal obstruction, simply 
an obstruction due to the angular tubal course. A sharply kinked 
intrauterine course with a contracting uterine muscle may give 
a negative test and at some subsequent time, when the uterus is 
relaxed, the test will be positive. It too may happen, that in a 
patient with a negative test, a laparotomy will demonstrate a 
patent fimbriated extremity and a test done with abdomen open 
This too may be due to the relaxation of the 
uterine contraction and a partial straightening of the intramural 
course. So we see that we may get either a positive or a 
negative test in normal tubes. It is essential to determine the 
cause of the negative test to obviate if possible. the performance 
of an unnecessary laparotomy. A positive test under pressure 
in a normal tube means that the tube is patent for gas, yet the 
spermatozoa making headway against the current caused by the 
action of the cilia must also surmount the obstacles of the kinks 
and angles that may be present. Likewise the ovum in its descent 
must be swept over these obstructing ridges in a portion of the 
tube that is rather rigidly fixed. 

So too in a diseased tube one may get a positive or a negative 
test. Here it must again be emphasized that a positive test means 
patency under pressure for gas, and not necessarily for sperma- 
tozoa or ova. One may get a negative test in diseased tubes 
with patent abdominal ostia and an obstructive lesion in the intra- 
mural portion of the tube. A negative test is also obtained in 
cases with an occluded fimbriated extremity with or without 
an occlusive lesion in the intramural portion. 

Operative interference, it can readily be seen, that aims to 
make patent the abdominal portion of the fallopian tube will 
prove valueless if an intramural lesion is also present. 

Still one more factor that must be considered and investigated 
is the persistence of the inflammatory process. An attempt at 
conservative plastic surgery, if the inflammatory lesion has not 
completely subsided even when the process seems limited to the 
fimbriated extremity, may result in occlusive lesions in the tube 
that will vitiate any operative correction of the lesion at the 
abdominal end. 

Conclusions 


1. Variations in the course of the intramural portion of normal 
tubes may offer a bar to impregnation. 

2. Intramural lesions may make the passage of spermatozoa 
or ova impossible. 

Intramural lesions may be present with or without closure 

of the fimbriated extremity. 

4. One may get a positive or negative insufflation test in nor- 
mal tubes. 

5. One may get a positive or negative insufflation test in dis- 
eased tubes. 

6. A positive insufflation test means tubes are patent to gas 
under pressure, not necessarily to spermatozoa or ova. 

_7. It is essential to locate the occlusion in a case with a nega- 
tive test if any reasonable hope of assistance from operative 
ee is to be entertained—(Am. J. Obst. & Gyn., Sept. 


The Pituitary Factor in the Menstrual Process and Its Rela- 
tion to the Corpus Luteum 

I. Hofbauer regards the anterior pituitary and the hypo- 
thalamus as possessing a controlling importance in regard to 
menstruation. He has observed suppression of ovulation in ani- 
mals when the anterior pituitary lobe was removed, and its 
precipitation by injection of pituitary extracts; successful treat- 
ment of amenorrhea with the same extracts and radiostimula- 
tion of the gland as well as of menorrhagia with intensive ray- 
ing of. it. He instances further the occurrence of premenstrual 
polyuria, and the effect of psychic insults on menstruation. But 
he notes that the pituitary gland shares this influence with the 
thyroid. 

Modifications of the genital apparatus from other sources 
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have their influence also on the pituitary gland. This is seen 
at times in pregnancy and the author thinks pituitary hyper- 
trophy at this time is due to parenteral absorption of hetero- 
genous albumin, which may be to some extent of placental 
origin. Such hypertrophy is experimentally produced also by 
injection of placental extract and of peptone and of ovarian 
extract. The author believes the follicular liquid causes a simi- 
lar pituitary change when the follicle bursts, acting as a sensi- 
tizer, an activator. This activation in its turn manifests an 
influence on ovulation. So the ovulation cycle takes place. 

In regard to menstruation the author advocates a wholly new 
view. The premenstrual stage is not caused by follicular in- 
crease, as generally held, but rather by this same pituitary action, 
whether it be hormonic or nervous, that causes follicular in- 
crease. This view is favored by all the arguments in favor of 
hyperemic and edematous effects of pituitary action. The second 
phase, on the other hand, that of hemorrhage, he interprets as 
an anaphylactic phenamenon due to the death of the ovum. In 
favor of this idea he cites the frequent appearance of menstru- 
ation on the breaking out of the eruption in measles and scarlet 
fever, the regulative effect which anaphylactic shock sometimes 
has no menstruation, and his own observations of hemoclastic 
crises in the premenstrual period. 

To the corpus luteum, which affects the pupil and the heart 
in the same way as does atropine and which Abderaelden con- 
siders an antagonist to adrenalin, belongs the task of restrain- 
ing the menstrual flow. A hemostatic effect on menstruation 
is in fact possessed both by atropine and by lutein preparations. 
In pregnancy the corpus luteum has an inhibitory action on 
uterine contraction—(Zent. fur Gyn.) 


The Management of the Puerperium 

Much is being said and written, at the present time, regarding 
the management of cases of normal and pathological labor, 
but it seems that much less attention is being given to the care 
of women after labor is completed and before they take up the 
duties of their every-day life than this subject deserves. 

Dr. Fred D. Hollenbeck, of Chicago, Sets forth some ideas 
regarding the management of women in the puerperal period. 


Exercise 


Most women, especially in these days, earnestly desire that 
the beauty of their figures shall not be marred by pregnancy 
and labor, and this desire is a perfectly normal and commendable 
one. In order that the figure may be retained, it is necessary 
that the muscles be not permitted to atrophy and become flabby 
through disuse. The use of a snugly applied abdominal binder 
is a great comfort to the obstetrical patient after her delivery, 
but, it does not take the place of early and properly regulated 
exercise. 

He is in the habit of permitting his patients to use a com- 
mode, at the bedside, to urinate and defecate, at the end of 
forty-eight hours. He finds that these functions are performed 
much more satisfactorily and easily in the normal sitting position 
and with the aid of the abdominal muscles than they are upon 
a bedpan, and the movements of the limbs and body involved in 
getting up are highly salutary. 

About this time the patient begins moving the arms and legs 
gently, from time to time, increasing the vigor of these move- 
ments every day so that the joints are not permitted to become 
stiffened nor the muscles entirely flacéid. 

By the fifth to the seventh day, accofding to circumstances, 
the patient stands erect at the bedside for one minute, several 
times during the day. After two days of this, she is allowed to 
take a few steps on each occasion (for example, to get out on 
one side of the bed, walk around it and get in on the other 
side). This exercise is gradually increased each day, and the 
calisthenics in bed are made more and more vigorous. 

The ancient custom of not permitting obstetrical patients to 
get out of bed until the end of ten days or two weeks, and 
then directing that they shall sit in a chair for short periods 
during several days before they are allowed on their feet, seems 
to me to be a mistaken practice. Sitting in a chair should be 
about the last stage in getting the patient up and that this 
should come about at approximately the time when the lochia 
ceases, and by this time she is walking about quite freely. 

The process of uterine involution should be very carefully 
watched and is markedly assisted by the system of exercise. 
If necessary. the uterus may be gently massaged, through the 
abdominal wall, to stimulate contractions. 

_All this, coupled with the assumption of the knee-chest posi- 

tion twice daily, usually results in the establishment of complete 

involution in the normal period of from six to twelve weeks. 
Care of the Breasts 


Many patients have considerable difficulty with the breasts 
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during the puerperal period. Much of this could be avoided 
if, during the last month before delivery, the breasts are sham- 
pooed daily with a turkish towel, using soap and water, and 
the nipples gently washed with alcohol. This latter also has 
the advantage of making the nipples sufficiently prominent to be 
grasped by the infant when the time comes. 

During the first two days after birth, the infant should be 
permitted to nurse for five minutes, no more, every eight hours. 
This obviates the maceration of the nipples which is produced 
when a lusty baby is permitted to remain working at a dry 
breast for from fifteen to thirty minutes every two or three hours. 

During the period of mammary engorgement, before the actual 
flow of milk is established, it is quite customay to use a breast 
pump or to massage the breast from the periphery towards the 
nipple. This practice is based upon the incorrect assumption 
that we are trying to force something out of the breast through 
the nipple. As a matter of fact, the tense and uncomfortable 
feeling of the breasts at this time is due to engorgement of 
the veins and lymphatic vessels and not of the secreting mam- 
mary alveoli, as there is usually no milk at this time, and, if 
massage is to be used, it should be from the nipple towards the 
periphery, so as to facilitate the emptying of the engorged ves- 
sels into the auxiliary and subclavian veins. 

If the breasts are to be kept in the virginal condition after 
confinement and lactation, they require considerable care in the 
way of adequate support with a carefully fitted and adjusted 
breast binder. The nipples should, of course, be thoroughly 
cleansed before and after each nursing with some mild antiséptic, 
such as boric acid solution, to obviate infection, 

Use of Medicines 


The author never gives pituitrin until the cervix is entirely 
obliterated and the head engaged in the pelvis, so that he 13 
sure that the labor can proceed without interruption, and even 
in such condition, he uses the drug rarely. He does, however, 
give it in most cases immediately after the child is born, as it 
assists in the expulsion of the placenta. 

After the placenta has been delivered, he gives 2 cc. of ergo- 
tole, or 4 cc. of the fluid extract of ergot, as this assists in the 
process of involution and tends to prevent postpartum hemorr- 


ha 

Fine be definitely understood that all the suggestions made 
above are intended for use following norman, noninstrumental 
deliveries and not in surgical cases where forceps have been 
used, lacerations repaired or other surgical procedures resorted 
to. These cases must be individualized to the highest degree 
and it is impossible to lay down any set routine for their man- 
agement, but the above procedures, if carried out in properly 
selected cases, will result in patients resuming their ordinary 
life, after labor, in a very much better and more comfortable 
physical and mental condition than would otherwise be the case. 
—(Clin. Med., Sept., 1925.) 


The Treatment of Secondary Anemia by Blood Transfusion 
Preceding Operation for Myoma Uteri and Pelvic 
Inflammatory Disease 

Brooke M. Anspach and Harold W. Jones read a paper on 
this subject at the Jan. 8, 1925 meeting of the Obstetrical Society 
of Philadelphia, during the discussion of the paper, Dr. John 
A. McGlinn stated that he and Dr. Averett had been using non- 
specific protein since Gellhorn mentioned it about five years ago 
In a large series of cases they gave lactalbumin injections with 
treatment to combat the anemia and they believe that their results 
were better than when they depended on transfusion. They feel 
that a great part of the beneficial results from transfusion are 
due to the protein reaction. 


Magnesium Sulphate With Morphin-Hyoscin in Labor 

Paddock believes that one objectionable feature in the mor- 
phin-hyoscin seminarcosis is the restlessness seen in some cases. 
This feature he has attempted to eliminate by the use of mag- 
nesium sulphate solution administered during the course of the 
seminarcosis. Since the method of producing morphin-hysocin 
seminarcosis in his hands has been so satisfactory for a number 
of years, no marked deviation from the usual mode of adminis- 
tration was considered advisable. 

Using his regular method as a background, he selected a 
dosage of magnesium sulphate which has varied with the indi- 
vidual. The procedure is as follows: Patients considered suit- 
able for this conduct of labor were given as an initial dose 1/6 
grain of morphin sulphate with 1/130 grain of hyoscin hydro- 
bromid. After the initial dose the patient is requested to be as 
quiet as possible and to refain from conversation with those 
attending her. All extraneous stimuli, such as bright light, 
sounds, and manipulation, are done away with at this time. 
Forty-five minutes after the first injection, a second injection of 
hyoscin is given. By this time the patient is usually quite 
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drowsy and sleeps at intervals between contractions. Forty-five 
minutes after the second injection the first dose of magnesium 
sulphate is given. 

The preparation which he has used is a 25-per-cent aqueous 
solution prepared in ampoules. The dosage used in his first 
cases was quite small because he wishes to proced cautiousiy 
and give a minimum dose to produce the desired effect. After 
a number of results were obtained he felt that the optimum dose 
is 1.3 cc of the solution per 10 kilograms of body weight. For 
example, a patient weighing 140 pounds would receive 8.2 cc 
The solution in all cases has been given intra-muscularly by 
means of a long needle with small bore. 

The magnesium sulphate solution is repeated if necessary after 
an interval of two to five hours, depending upon the restless- 
ness of the patient. The seminarcosis is continued throughout 
the subsequent course of labor hy the administration of small 
doses of hyoscin hydrobromid. These subsequent doses are ap- 
proximately 1/260 of a grain and are repeated as necessary, but 
not more frequently than one-and-a-half hours apart. The 
method outlined has been used in thirty-three cases with results 
which are in general quite satisfactory. The cases were care- 
fully selected in order to rule out any unfavorable results from 
other causes. With the exception of three cases all of the pa- 
tients were primipare. The other three had all had miscarriages 
of short gestation. The largest quantity of magnesium sulphate 
solution given any one patient during labor was 19.4 cc, and the 
smallest was 3 cc. The longest labor in the series was 25.15 
hours, and the shortest was five hours. 

Paddock finds that from the patients’ standpoint the amnesia 
and analgesia were good in twenty-eight cases, fair in three, and 
poor in one case only. From the standpoint of what he wished 
to accomplish in addition to the amnesia, he says that the results 
were satisfactory in all but two cases, and in the majority of 
cases, eighteen in number, the results were extremely favorable 

All of the children were born living and left the hospital in 
good condition. In only three of the cases was resuscitation of 
any kind necessary. In one of the cases it was definitely neces- 
sary because of a very markedly constricted umbilical cord. 
Four of the mothers were 17 years of age or less, and three were 
over 34 years of age. 

Their cases were watched carefully following delivery to see 
if any latent unfavorable effects could be attributed to the use 
of magnesium sulphate. There were no marked complications 
during or after labor that he could attribute to the use of mag- 
nesium sulphate. In general the results were quite satisfactory 
In almost every single case restlessness was an unimportant 
feature, or was entirely eliminated. Of course, in the majority 
of cases where morphin-hyoscin is used alone, the restlessness of 
the patient is not considered troublesome enought to make the 
method unsatisfactory or unsitable for use, but by the addition of 
magnesium sulphate to the morphin-hyoscin method the restless- 
ness is almost entirely eliminated. 

The results obtained may best be illustrated by describing the 
course of a typical case. Following the technique as outlined 
above, the patient is given the initial dose of morphin-hyoscin. 
Some thirty minutes later the patient will state that the pains are 
less severe and she is slightly drowsy. Some flushing of the 
skin is noted. Shortly after the second injection (hyoscin) the 
patient is noted to sleep between contractions. At this time the 
patient is more indifferent to surroundings and answers ques- 
tions rather indifferently. By the time of the third injection the 
patient is usually in a state of amnesia, codrdination is poor, 
and she may or may not answer questions when aroused, and is 
irrational in speech. At the time of the magnesium sulphate in- 
jection the patient is usually quiet and offers little resistence to 
the intramuscular injection. During the balance of the labor 
the amnesia is continued by injections of hyoscin as indicated, 
magnesium sulphate being repeated in some cases at two- to 
five-hour intervals. The delivery is carried out as in any case, 
depending upon the indications and the choice of procedure at 
the discretion of the operator 

The patient usually sleeps several hours after delivery if not 
disturbed. This sleep following delivery is ideal, for on awaken- 
ing the patient is fully conscious and free from the effects of 
the seminarcosis and amnesia. On interviewing patients some 
twelve to twenty-four hours after delivery, the experiences of 
the patient are some as follows: Some relief of pain was ex- 
perienced after the first injection. Shortly after the second in- 
jection the pains subsided and nothing else was remembered. 
Very few patients remember more than two injections. Con- 
ception of the time elapsing during the course of labor is lost. 
Some events after the second injection are remembered in a few 
cases. 

Paddock has kept well within the limit of safety in his dosage 
of magnesium sulphate, the dose being many times smaller than 
the anesthetic dose. His results have been encouraging and in 
the majority of cases very satisfactory. He believes that the 
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method has given results highly in favor of the procedure and 
of distinct value in the conduct of safe, painless obstetrics. — 
(J. Mo. State Med. Assn., June, 1925.) 


Menu for Pregnant Women 
Dr. Dorothy Reed Mendenhall of the Children’s Bureau, U. S. 
Department of Labor, says the following is a sample day’s menu 
for the undernourished or hardworking expectant mother it yields 
4,000 calories: 


; Breakfast 
Raw Fruit: One-half grapefruit or whole orange. 
Cereal: Oatmeal, or any whole-grain cereal, with whole milk 


and sugar. 
Bread and Butter : 
with 2 pats of butter. 
Milk: One cup of cocoa made with whole milk. 
0 A. M. Luncheon 
Milk: One glass of whole milk or eggnog. 
Dinner 
Meat, Fish, or Egg: Two beef balls, or mutton stew. 
Potatoes: Two baked potatoes with 2 pats of butter. 
Green Vegetable: Créamed spinach. 
Bread and Butter: Two slices of whole-wheat or graham 
bread with 1 pat of butter. 
Dessert: Baked custard made with whole milk. 
One cup of tea or coffee with cream and sugar 
Afternoon Luncheon 
Pie or Milk: One raw apple or other fresh fruit, or glass 
of mi 


Two slices of whole-wheat or graham toast 


Supper or Luncheon 
Soup or Other Hot Dish (Made with whole milk) : 
pea soup. or rice and cheese. 
Salad: Raw-vegetable and nut salad on letture with mayon- 
naise dressing. 
Bread and Butter: 
butter. 
Cooked Fruit: Baked apple with top milk or cream. 
The average nursing mother doing her own work requires a 
diet equivalent to that of the undernourished pregnant woman. 
For the overweight expectant mother this menu yields 2,000 
calories daily, as compared with 3,000 for the average, and 4,000 
for the underweight woman: 
Breakfast 
One-half grapefruit of whole orange. 
One slice of whole-wheat or graham toast 


Creamed 


Two date bran muffins with 2 pats oi 


Raw Fruit: 
Bread and Butter: 
with I pat of butter. 


Milk: One cup of cocoa made with whole milk. 
10 M. Luncheon 
Milk: One glass of whole milk. 


Dinner 
Meat, Fish, or Egg: One beef ball, or small serving of fish. 
Green Vegetable: Creamed spinach. 
Bread and Butter: One slice of whole-wheat or graham bread 
with 1 pat of butter. 


Dessert: Baked custard made with whole milk. 
Supper or Luncheon 
Salad: Raw-vegetable and nut salad on lettuce. 


Bread and Butter: Two date bran muffins with one-half pat 


of butter. 
Cooked Fruit: Baked apple with whole milk. 
Milk: One glass of whole milk 


Ether in Whooping-cough 

Arno C, Voight, of Hawley, Penn., treats whooping-cough 
with ether injections. He has used it on twelve cases, one al 
adult. The first injection in each case was followed by great re- 
lief. In no case did he use more than four injections to effect 
a cure. Two cases were complicated by broncho-pneumonia, and 
these were well of both diseases by the fourth dose. The treat- 
ment was wonderful in its results; the coughing and vomiting 
stopped almost immediately with no after effects. 

He gave 1 cc to a child over a year old, % to 2-3 cc to a 
child under one year of age, and 2 cc to adults, injected in the 
gluteal region deep into the muscle. The finger is placed over 
the site of the injection after withdrawing the needle to prevent 
escape of ether. 

The adult we treated never had any of the diseases of child- 
hood and was pregnant, in the eighth month. Her two children 
had the disease so badly that they vomited all their food, but 
four doses cured them. The mother coughed night and day. 
We gave her 2 cc only and that ended her cough. 

Ether is no trouble to give children at the first dose, but they 
put up a struggle at the next. However, right after the in- 
jecion they play as if nothing had happened. 

Voight gives the injections close to the brim of & pelvis and 
about iwo or three days apart —-( Ther. Gaz., Sept., .) 
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Medicine a Way of Life 


In the realm of religion, Christianity has been said 
to be, not a creed, but a way of life. In the realm of 
vocation, medicine, too, is a way of life. The living 
of high professional ideals absorbs the energies and 
gratifies the tastes of those pursuing successful careers 
and fulfilling the sacred trusts of the practitioner. We 
had almost said general practitioner, for it seems to us 
that that type of professional man, when he possesses 
the necessary intellectual and social attainments, best 
exemplifies the widely informed, skilful and trusted 
physician. He is necessarily the biggest figure in the 
field of medicine, from the humanistic point of view. 

But make no mistake about it, special aptitude is 
required if one is to play this réle in a manner satisfying 
to himself and the world. More than ever before are 
the exactions hard. 

Medicine is indeed “the most captivating and irresisti- 
ble of all mistresses”—but at the same time heroic de- 
mands are made by her in return for favors. 

Let no wan youth woo this wonderful inamorata, 
whose call is only for strong hearts and loins and the 
clearest of heads. The unchosen lover is in hard case. 
Let presumptuous weaklings beware their fate, should 
they dare to enter upon perilous dalliance. 





Rum Sportsmen 


Our so-called sports are engaged in to-day by many 
health-obsessed neurotics, hypochondriacs and “success” 
cranks in a most painful manner, instead of in a spirit 
of spontaneity and joy. One sees such folk presenting 
a demeanor on a horse as though they were having 
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their sphincters stretched, or hiking along mountain 
roads with as much pleasure as they would derive from 
parturition. 

This taking of sports seriously and of painful neces- 
sity represents a sad recreational decadence. Its earn- 
est votaries go to the theatre or the picture gallery not 
as devotees of art, culture, beauty and intellectual di- 
version, but from a sense of recreational duty, so to 
speak. 

This is largely an American vice. Man in his nat- 
ural and normal state would not consciously engage in 
sports in the Bernaar MacFadden spirit, and it is only 
in so far as he does so without thinking of his health 
that he actually benefits it. 

Of course, these rum sportsmen frequently make a 
pretense of enjoyment, but this assumption is about as 
convincing as the glycerin tears of a movie star. 

What actually accrues from all this bunk is further 
loss of health. 





Eugenists Please Note 


Knight Dunlap, Professor of Experimental Psychol- 
ogy in Johns Hopkins University, does not agree with 
those who contend that the diminishing birth rate among 
the socially superior classes is an evil to be avoided. 
He does not think much of the evidence supporting the 
view that the so-called upper classes are bearers of 
distinctive hereditary factors, and remarks that “No one 
knows whether the extinction of the total stocks of the 
present ‘upper class’ in the United States would be an 
evil or a benefit.” 

This is a point of view which this journal has long 
advocated editorially. 

As a matter of fact there is a vast amount of data 
going to show that genius, the greatest lever of human 
progress, never derives from “respectable” sources, and 
the “upper classes” are in the main respectable. It is 
the Left Wing of the race that supplies genius. 

All the pother about the diminishing birth rate among 
the alleged better classes is probably a great joke— 
to the gods. 





The Logical Patient 


Logic is sometimes a vice. 

The logical reasoning of the paranoiac from false 
premises is not exactly what we have in mind. 

Rather, what we are thinking of is the neurasthenic, 
many of whose troubles are due to the fact that he has 
lost the habit of easy adjustment to experiences, no 
matter what they are or in what form they may appear. 

By experiences we mean the physical and psychic 
happenings which make up the fabric of subjective life. 

The neurasthenic’s logic tells him that if he eats 
buckwheat cakes for breakfast he necessarily will have 
an awful time with his digestion throughout the day. 

The neurasthenic’s logic informs him that his flatu- 
lence and belching of “gas” are due to fermentative dys- 
pepsia or a duodenal ulcer when really he has formed 
the habit of swallowing air (aerophagia). 

The neurasthenic’s logic convinces him that the in- 
somnia from which he suffers is because of high blood 
pressure consequent upon the smoking of one more 
than the usual cigar, when actually he has sat upon the 
side of his bed for twenty minutes before retiring 
“belching” (swallowing) air and ballooning his stom- 
ach, than which, of course, there is no more certain cause 
of sleeplessness. 

The neurasthenic’s fatigue—if he be a logician—is 
intensified if he brings to bear upon it morbid inferences 
conditioned by his supersensitive nervous system. 
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The neurasthenic’s logic drives him to the osteopath 
on the theory that passive exercise will accomplish, with- 
out added fatigue, what active exercise ordinarily would. 
Of course, his supersensitive periphery and nervous cen- 
ters react in the worst possible way to such a stimulus. 

It is the logic of the neurasthenic which determines 
him to overwork some perfectly good exercise, in itself, 
for example handball, relying upon this year after year 
to keep in “good condition,” when the real indication 
is to change utterly the total environment, both voca- 
tional and recreational. 

It is the familiar logic of the neurasthenic which 
prompts him to conclude that if a certain kind of food is 
good for him he must eat excessive quantites of it, 
whereupon he makes himself ill through overindulgence 
in cantaloups or what not. 

The logic of the neurasthenic counsels him to run a 
mile before breakfast, throw a medicine ball about, and 
then take a cold shower, thereby unconsciously demon- 
strating that his fancied lack of energy is chiefly psychic. 

The intuition of woman spares her all this logical 
nonsense. The reason why neurasthenia is a disorder 
of men is self evident. 

Neurasthenic lawyers are especially apt to “pull” the 
logic “stuff.” 





Broadcasting From the Academy 


America leads in the quantity and quality of educa- 
tional health service broadcast over the radio by high 
authorities in the medical profession. The best example 
of this sort of thing is probably the work of Dr. Iago 
Galdston through WEAF for the Health Speakers’ Serv- 
ice of the Health Educational Council of New York, 
working in conjunction with the New York Tuberculosis 
and Health Association and in collaboration with about 
twenty organizations represented by some sixty pro- 
fessional men and women. 

But all this is for the benefit of the laity. 

Some time ago we suggested that a post-graduate radio 
service ought to be organized for the benefit of the 
profession. 

It surely will be, in time. 

The new Academy of Medicine should be a broad- 
casting station. 








Miscellany 


ConpuctTep By ARTHUR C. Jacosson, M. D. 





Sterile Petting Parties 


It is good practice, in putting over applied hygiene, 
to turn old customs to good account, just as the pioneers 
of a new religon have to utilize the old pagan gods in 
new guises. We therefore suggest that 2 per cent solu- 
tion of mercurochrome-220 Soluble be put forward as 
a lip paint in place of: the lip stick. The superior ad- 
vantages of mercurochrome will be at once apparent. In 
the first place it would divest the lips of infective pos- 
sibilities and make kissing relatively inocuous: In the 
second place the hue of mercurochrome would make an 
even stronger appeal to our female vulgarians than most 
of the colors now employed. Upon the whole we believe 
that the introduction of this method will cheapen the 
- hieh enst of vamping, as well as sterilize, in some de- 
gree, the vamps themselves. 
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The Physician’s Month in the Law Courts 
(Concluded from page 89) 


In 1921 a certain eminent European physician was 
conducting clinics in an eastern city, the clinics being 
conducted in the offices of a local physician. To 
those offices, says the court,.there came about that 
time a young woman, bearing a letter of introduction 
to the local physician, requesting him to secure for 
her the attention of the European physician. Upon 
being questioned by the local physician, she said that 
she had “hip trouble” and was then of the age of 
eighteen years. An z-ray examination was made, 
and the local physician then said there would be no 
need to see the distinguished foreign physician, be- 
cause he himself could adequately treat the condition, 
and he seems to have promised her that she would 
be in bed but a few days and would thereafter be 
able to walk without limping. 

The fact of the matter was that the young woman 
was twenty-four years of age, rather than eighteen, 
but the court found that her misstatement in this re- 
spect was due to an honest error in calculating and 
not to a proverbial feminine trick of deducting a few 
years from her age. It was also the fact that her 
condition arose from tuberculosis in childhood, for 
which, in the past, she had been treated for more than 
two years. 

The local physician then operated upon her—ap- 
parently the so-called bloodless operation; with the 
use of chisel and hammer. Later gangrene super- 
vened, which resulted in two amputations of the 
right leg. She sued the physician for damages. 

The basic charge of the case appears to have been 
that the diagnosis was negligently made; that if the 
condition had been due to Perthe’s disease, the op- 
eration would probably have been successful, but that 
if it were originally caused by tuberculosis, such an 
operation could not-succeed. The court rules that 
the misstatement of her age by the girl, cannot ex- 
cuse the physician, and affirms the judgment against 
him of éight thousand dollars, awarded upon the ver- 
dict of the jury. The physician urged that had he 
known the condition had existed for six years longer 
than he had been told it had, it would have mate- 
rially affected his diagnosis, and much might be said 
for this contention. 

* * * 


A by-product of many of these negligence cases, 
carries a serious warning to physicians. In not a few 
of them, much trouble on the trial of a case is caused 
by the appearance of witnesses who testify to re- 
marks the defendant physician has made concerning 
the case, and overtures of settlement which he has 
attempted on his own behalf. It is exceedingly im- 
portant, as soon as the first sign of trouble appears, 
for the physician never to speak of the case except 
to his legal counsellors. 


Observations Concerning Obesity 


Sa MacKinley of Minneapolis thus concludes an interesting 
article: 

1, One case of endogenous obesity due to alteration of thyroid 
function is reported that illustrates a phase of the cyclic variation 
of thyroid function occasionally observed. Another case of en- 
dogenous obesity with lowered basal metabolism is reported which 
lost weight after the use of a low calorie diet and thyroid extract. 

2. In the obese, lack of weight loss after lowered food intake 
and sufficient exercise suggests a rational basis, under proper 
control, which includes estimation of the heat production of the 
body, for the addition of the use of thyroid extract. 
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Diagnosis and Treatment 





The Treatment of Psoriasis 

_Goeckerman in Northwest Medicine says that with the va- 
riegated list of therapeutic measures it is small wonder that 
Fordyce thinks it more important to have a committee appointed 
to standardize the treatment of psoriasis than that of syphilis, 
Most dermatologists who are regularly treating psoriasis have 
been hoping for some standard form of treatment. To meet the 
requirements, it would have to be readily accessible, reasonably 
cheap, not destructive to clothing, not painful or especially an- 
noying, not dangerous or leave any troublesome aftermath, and 
would have to induce a rapid and unquestionable response in 
practically all types of cases. His own quest has constantly been 
to find such a method. After having tried a large variety of 
therapeutic procedures, he feels that the methods described here- 
with fairly closely meets the requirements mentioned. 

White’s crude coal-tar ointment is applied to the patches for 
twenty-four hours and removed with olive oil, postponing vigor- 
ous efforts until after the lesions have been exposed to the ultra- 
violet quartz light. Then only may the patient take a soap and 
water or oatmeal and soda bath, which by helping to remove re- 
maining débris, enchances the effect of the tar and light. The 
light is usually applied for one minute at a distance of 30 inches, 
and the time of exposure is increased one minute daily for three 
or four days. If the patient then shows no signs of reactivity, 
the time is rapidly increased and the distance decreased. An 
effort is made to avoid any marked reaction, but tanning should 
be produced as rapidly as possible. If the therapist is thoroughly 
acquainted with the effectiveness of his lamp and handles it 
deftly, it should be possible to remove all patches of psoriasis, 
in practically all cases, in from three to four weeks; at least 
his experience in a reasonably large series of cases would war- 
rant this statement. 

The tar is less disagreeable than other local applications, espe- 
cially chrysarobin, and it is neither associated with risk nor 
followed by unpleasant effects. He has yet to see the most acute 
type of case irritated by it, or the very indurated plaque fail to 
respond. The response has been invariably prompt, must to the 
satisfaction of the patient. 

A number of his cases, as well as those of others, proved re- 
sistant to the x-ray, but they responded as promptly as any other 
case in which the combined method was instituted from the be- 
ginning. The use of the crude coal-tar preparation alone, or 
that of the quartz lamp alone, has not given results in the clinic 
comparable to the combined used of the two agents. While it 
is hazardous to venture an explanation, it is difficult to escape 
the impression that some constituent of the crude coal-tar acts 
as a sensitizing agent for the light. On this supposition he tested 
other agents for their reputed photosensitizing effect, especially 
rose-bengal and quinine. While the number of cases in which 
these medicaments were used had been small, the results were 
not comparable to those in which crude coal-tar was employed. 

There should be little difficulty in making this method of treat- 
ment available to most patients with psoriasis. Practically every 
community now has access to a quartz lamp.. The danger from 
the light is minimal, except to the eyes, and there are few, if 
any, technical difficulties to be overcome in its use. In excep- 
tional instances, indeed, there is no reason why the patient should 
not install a 1 for his own personal use, and manipulate 
it with all the skill required, Should an overdose be accidentally 
given, nothing worse than a severe sunburn could eventuate. 
He does not hesitate to cover all patches, no matter how ex- 
tensive, with the tar, and he has never seen evidence of irri- 
tation of the skin or kidney —(Ther. Gaz., Sept., 1925.) 


The Mastoid as a Problem of the General Practitioner 

In the New Orleans Medical and Surgical Journal for May, 
1925, Whittaker states that the problem of the mastoid falling 
upon fhe general practitioner is best solved by the early recogni- 
tion and immediate treatment of an oncoming otitis media. First 
of all, do not be deceived by the patient not complaining of pain 
in the ear. In any condition which may lead to middle-ear in- 
fection, keep the ears under daily observation. In cases in which 
the infection is severely purulent, such as influenza, pneumonia, 
scarlet fever, etc., the ears-should be examined morning and 
evening. 

At the first evidence of otitis media get busy. If the ear 
drum is merely pink or reddish local treatment will often abort 
the forming abscess. McKenzie recommends the instillation of 
12-per-cent carbolic acid in glycerin. The patient should be lying 
on the sound side. [Rather strong—Ep.] 

The drum should be inspected frequently, and if the symptoms 
remain unabated, and redness and swelling of the membrane show 
no sign of lessening, the membrane should be incised at once. 
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An excellent local anesthetic for this procedure jis a mixture of 
equal parts of crystals cocaine, menthol and phenol, which readily 
liquefies, 

A few drops instilled into the ear and left twenty minutes 
will render the incision practically painless. 

After the incision the ear should be frequently irrigated with 
a strong boric acid solution. McKenzie recommends the oc- 
casional instillation of 12-per-cent phenol in glycerin in order to 
prevent mixed infection, especially staphylococcal, which may 
lead to a chronic otorrhea. During the stage of drainage the pa- 
tient should lie on the affected side. 

It is best not to use any oily preparations in the ear at this 
stage, as the oil not only has a tendency to block drainage, but 
mixed with the débris becomes rancid and merely add to the irri- 
tation. 

The factor most responsible for otitis media in children is the 
infected adenoid and tonsil. These of course, should be removed 
at a suitable time. 

Among intranasal conditions conducive of otitis media may be 
mentioned the deflected septum, sinusitis, and polypi, which con- 
ditions should be also corrected by the proper surgical procedures. 
The practice of parents using old-time home remedies for acute 
earache in children cannot be too strongly condemned. Any case 
of earache should be seen by a physician at the earliest possible 
moment. 

There are many regrettable cases in which, in spite of the 
promptness and skill of the physician in treating the acute ear, 
mastoiditis will supervene, but during the early stage the applica- 
tion of leeches to the mastoid tip, followed by the constant ice- 
bag, will often result in rapid resolution of the process. 

If after these measures have been resorted to there continue 
high temperature, pain, redness, edema, and pitting upon pres- 
sure over the mastoid, the case should be at once referred to the 
otologist for surgical interference. 

In examining the ears, if there is redness and inflammation of 
the drug, if there is a bulging of Shrapnel’s membrane, it is 
best not to temporize but do a paracentesis at: once. 

The general practitioner should have a head mirror and an 
ear speculum as well as a tongue depressor, and make use cf 
them. In case of infective fever, such as scarlet fever, measles, 
whooping-cough, diphtheria, influenza, examination of the ears 
should be done as regularly as one examines the patient other- 
wise.—(Ther. Gaz., Sept., 1925.) 


Pruritus Ani 

Local causes are more important than general, and he in- 
stances catarrh of the rectum, threadworms, piles, polypi, fis- 
tulz, fissures, warts, etc., each of which conditions calls for 
appropriate treatment. Want of cleanliness after defacation 
is also important and the use of moist pledgets of cotton wool 
followed by a dusting powder is recommended. 

A thorough examination of the parts is essential before treat- 
ment is started. : 

After cure of the local lesions the itching may persist in these 
cases various local remedies may be of value. 

are :— 

(1) Carbolic lotion, 1 in 80. 

(2) Carbolic oil, 1 in 20. 

(3) Hydrarg. ammon. grs. xv. ad. oz. i. of benzoated lard. 

(4) Calomel powder rubbed on the part after cleaning and 


ng. 

(3). For cases with thickening of the skin salicylic acid 
6 per cent. in 50 per cent. alcohol used as a paint. 

(6) X-rays are of the utmost value if employed by an expert 
radio-therapist. Four unfiltered doses of half pastille each at 
fortnightly intervals and then two further exposures after a 
month’s rest are advised. 

(7) Zinc ionization is recommended by McLeod. 

{8) Vaccines of Streptococcus facalis are worth trial in 
obstinate cases.—(Lancet.) 


Practical Treatment of Hemorrhoids 

Every sufferer from hemorrhoids should undergo a general 
treatment. Hemorrhoids are a maturity and not an accident. 
They show a general morbid condition, usually plethoric or a 
certain degree of hepatii insuffiiiency, of chronic constipation, 
of portal hypertension; they may be, too, the consequence of a 
proctitis, of an early condition of cancer, of a cirrhosis, of a 
pregnancy, and so forth. It is important, therefore, to deter- 
mine not only the positive diagnosis of piles but at the same 
time to determine the cause of them in such a way as to be 
able to set up the appropriate general treatment. It may be said 
that, as a rule, every patient attacked with this affection should 
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be placed upon a course of action tending to the relief of con- 
gestion and of constipation, and promoting the hepatic functions 
without prejudice of the local treatment. 

This general treatment, which will be at the same time pro- 
phylactic, will consist in the first place of a predominantly 
vegetarian diet from which will be excluded stimulants, spices, 
alcohol, red wine, dark meats and the like. Meat and eggs 
will only be allowed in moderate amounts. 

A regular dose of liquid paraffin one or two hours after the 
meals will lesson constipation, and promote the movement of 
matters to the level of the anus thus avoiding the effort which 
swells up the piles and tends to make them descend more. 
When the constipation is of rectal origin oily injections will 
be equally useful. 

On the other hand, it is known that some drugs taken in- 
ternally reduce in notable measure the hemorrhoidal tension. 
These are chiefly hamamelis virginica, horse-chestnut, cypress of 
which the extracts or tinctures are given at the end of the 
meals or are prescribed in the form of specialities, many of 
which are excellent. As habit is produced fairly quickly, it is 
necessary to vary these preparations by making them alternate 
with periods of rest. They should be used as much as possible 
in a period of crisis. 

Finally, local attention of hygiene will complete this so- 
termed prophylactic treatment. The patient will be recommend- 
ed to take after each action of the bowels a small injection of 
200 to 300 g. of water, which will cleanse the folds of the 
region and remove an important cause of permanent irritation, 
the source of many of the troubles and complications. 

When, in spite of these precautions there come the small 
crisis characterized by pruritus, a little anal tenesmus after 
defecation, of pricking at the time of passing the motion, swell- 
ing or prolapse of the piles, recourse is made to hot baths, a 
very hot moist application, local spraying with Lucas-Cham- 
pionniere’s boiler rectal irrigation at 45°, the application of 
cotton or wool swabs soaked in a solution of novocain-adrenalin, 
used generally for local anesthesia. adrenalin suppositories. 
Slight, hemorrhages are usually stopped by very hot irriga- 
tions, adrenalin suppositories, small hot injections of 10 g. of 
antipyrin, chloride or lactate of calcium repeated several times 
a day. More severe hemorrhages yield to plugging of the rec- 
tum or require local cauterization, if that is posslble, or, better 
still, coagulating injections or actual removal. 

Piles simply hanging down, or which have a tendency to 
prolapse, are replaced regularly by means of a finger covered 
with a finger stall, on which is spread plenty of an ointment or 
cocaine 1/100, and adrenalin. Belladonna may be added to 
this. 

When the pile gets strangulated or ulcerated. it is necessary 
to abstain from trying to reduce it. 

In simple cases the coagulating injections of quinin are to 
be recommended in cases which are beyond what may be called 
the first degree, and in which the choice lays between these 
injections and surgical removal. The indications are not the 
same. 

Injections are suitable for relatively simple cases, for internal 
hemorrhoids, to those which prolapse with difficulty and con- 
stantly annoy the patient, or are the seat of inflammatory at- 
tacks or repeated bleedings. They are the procedure of choice 
for the practitioner, who can easily make himself familiar with 
their use or condition at the very least, if following the technique 
recetntly recommended by Bensaude. 

He uses a solution of the double hydrochlorate of quinine 
and urea, 5 per cent., of which he injects 3 to 5 c.c.. into the 
cellular submucous tissue at the base of the pile, made visible 
by a speculum. This injection produces local edema, and later 
a sclerosis, which hinders the veneus circulation. A different 
bunch of piles is dealt with at each sitting, from six to ten of 
which are usually necessary to obtain a result. 

The itervention is carried out without local anethesia, but a 
certain preparation is indispensable The patient should have 
an enema three hours before the injection, and night and morn- 
ing during the period of treatment a bismuth suppository must 
be introduced which adheres to the mucous membrane and pro- 
tects it to a certain extent from contact with the fecal matters. 
Further, in order to avoid all infection, it is necessary to take 
minute aseptic precautions, just as in the case of actual surgical 
intervention. The pile to be treated should be swabbed with 
diluted of diluted tincture iodin before and after the injection. 
All instruments must be carefully sterilized. The needle used 
must be as fine as possible and be carefully protected as long 
as possible from contact with the injection which is slightly 
caustic. The injection itself should be made very slowly. 

Injection must be put off if there is a fissure or an in- 
flammatory outbreak in the anal region which gives rise to pain. 
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This must be allayed before continuing the treatmenf. The in- 
jection is completely painless in the large majority of cases, the 
solution of quinin and urea having an anesthetic action which 
lasts several days. The first injection may be painful. 

The injections constitute a real ambulatory treatment. After 
receiving his injection, the patient simply rests in a chair for 
about an hour before returning to his occupation —(Journ. de 
Therap franc.) 


The Technic of the Intravenous Injections 

To the two simple tricks recommended by Wunderlich for 
intravenous injection (separate puncture of the skin and after- 
wards of the vein, pushing the inserted cannula into the vein 
lumen constantly watching the unchanged blood oozing) S. 
Askanazy adds still a third. It frequently occurs, especially in 
stiff vein walls, that the vein is evasive and consequently the 
needle point does not “negotiate”. 

He avoids this difficulty by the following procedure: The 
vein is obstructed (tourniquet on the upper arm and grasping 
movement of the hand) and the skin of the underarm is thor- 
oughly disinfected for about 10 cm. below the site of the in- 
jection. The left thumb is drawn down tense. In this way, the 
vein will be fixed better and can less easily evade the needle. 
Although Wunderlich considered the preceding disinfection of 
the site of injection as superfluous, A. warns against omitting 
it. In no case, however, did the author use tincture of iodine 
because the iodine color makes it very difficult to distinguish the 
vein. The rubbing of the bend of the elbow with the disin- 
fectant (sublimate, alcohol, ether) does much towards making 
the vein stand out better—(Med. Klinik, 1925, No. 18, p. 666.) 


Treatment of Syphilis of the Aorta 

H. Schottmueller is an advocate of intensive treatment with 
neosalvarsan and mercury. He considers aortitis coronaria often 
amenable to treatment. Aortitis supracoronaria affords the most 
favorable prognosis. Syphilitic insufficiency of the aorta in its 
early stages is a curable condition so long as cardiac hyper- 
trophy remains the only physical sign. Aortitis valvularis con- 
stitutes the most dangerous form and a cure from the anatomic 
point of view can only be expected in the early stages of the 
disease. He opposes symptomatic treatment and a preparatory 
period on mercury as a waste of valuable time by withholding 
salvarsan treatment. 

Treatment consists of weekly injections of neosalvarsan 0.45 
to 0.6 gm. for a total of at least 5 gm. followed by a rest interval 
of two months on potassium iodide. Mercury is given simul- 
taneously either by weekly intramuscular injections of mercury 
salicylate or a soluble mercurial (such as salyrgan, novasurol, 
Ed.) intravenously. The patients are then kept continuously 
under the influence of Neo for two to three years, being given 
an intravenous injection of 0.45 to 0.6 neosalvarsan every four 
weeks or repeating the above course twice yearly—(Am. Jour. 
Syph., 1925, 9, 1.) 


Pharmacology and Toxicology of Bismuth 
The distribution of bismuth is dependent upon the preparation 
and mode of administration, says J. G. Heckelmann in Dermat. 


Wchnschr., Leipzig, 1925, LXXX, 585. There are different 
types : 

1. Water soluble bismuth salts introduced dissolved. 

2. Water soluble prepafations in oil or paraffin emulsion. 

3. Water insoluble salts suspended in oil or paraffin. 

(a) Lipoid soluble 
(b) Lipoid insoluble 

4. Finely distributed metallic bismuth. 

The response to water soluble preparations is much the same, 
and at all events quicker resorption takes place than from the 
water insoluble. All water soluble preparations so far in use 
have a considerable power of binding albumin, and therefore 
absorption is slow. Only the bismuth which is not bound by the 
albumin enters the circulation immediately. The deposited bis- 
muth is displaced all the more slowly on account of local damage 
at the point of injection. Trepol, a water soluble preparation 
in oil emulsion, may be found 18 to 20 hours after the injection 
in the form of bismuth in the urine. While the water insoluble 
bismuth preparations are absorbed slower they are not as painful 
upon muscular injection. Even intramuscular deposit is con- 
nected with danger of cumulation. 

Water soluble preparations which are so far being used are 
less painful whether they are dissolved in water or oil or 
paraffin. Pain is often felt in the ischiadic nerves even if they 
are not damaged. Citron thinks that obese persons are more 
apt to have pain and infiltration. Insoluble preparations in oil 
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emulsion are generally tolerated withut reaction. At the point 
of injection a lump of bismuth is found with necrobiosis in the 
surrounding tissues. Sometimes abscesses form—(U. S. P. H. 
Ven. Dis. Inf. Bull, Vol. VI, No. 7, July 20, 1925.) 


Aniline Dyes in the Study and Treatment of Gastrointestinal 
Disorders 


G. Reese Satterlee, of New York, observes that the therapeu- 
tic use of aniline dyes has until recently been quite restricted. 
The low toxicity of the dyes, when compared with other more 
widely used antiseptics, will in all probability result in their 
more universal usage. Methylene blue was the first of the dyes 
to receive special study. It was used in Europe between 1886 
and 1898 for the treatment of malaria and neuralgia. Since that 
time numerous satisfactory reports concerning its use in eye, 
ear, nasopharyngeal and genitourinary specialties have been 
published. 

At the present time he is concerned with the study of the 
therapeutic effect of two aniline dye substances—acriviolet and 
acriflavine. Acriflavine and particularly neutral acriflavine is 
less irritating to the tissues than acriviolet, but it has been found 
that its value as a germicide is not so inclusive as acrivolet, 
which destroys both gram positive and gram negative aerobic 
bacteria. For local use in the specialties, except possibly in gas- 
troenterology, acriviolet has replaced acriflavine because of this 
broader power. The object therefore of my own presentation 
of the subject at this time is to furnish a preliminary review of 
the methods and results of administration of acriviolet in gastro- 
enterological disorders. 

While the use of acriviolet in this manner is undoubtedly sub- 
servient to other more generally accepted therapeutic measures, 
there is no doubt that its physical properties, as above mentioned, 
render it an invaluable aid to treatment. 

One of the great difficulties encountered in the administration 
of Aeriviolet solution to the colon mucosa arises from the fact 
that the colon tolerates the drug imperfectly. In the average 
case the highest concentration of the drug which can be used 
in colon therapy is from 1:25,000 to 1:35,000. The routine ad- 
ministration is as follows: 

1. A cleansing enema of soapsuds is given. This is made al- 
kaline if the reaction of the feces is acid. 

2. One to two quarts of a 1:35,000 hot aqueous solution of 
the dye is prepared and introduced into the colon. 

3. The solution should be retained as long as twenty minutes, 
if possible, and then expelled. 

This treatment may be given daily or less frequently when in- 
dicated. The strength of the solution should gradually be in- 
creased up to the limit of tolerance. In a few individuals who 
have become accustomed to the drug, a strength of 1:10,000 has 
been tolerated. In this connection the interesting observations 
of Dr. John W. Churchman upon the effect of the dye in much 
stronger concentration is worthy of close attention. In the 
surgical clinic of the New Jersey State Hospital he found after 
injecting the lumen of an isolated segment of colon exposed dur- 
ing laparotomy with a solution of dye running as high as one 
per cent in concentration, that cultures made from this segment, 
after twenty minutes’ contact with the dye, were sterile with 
regard to aerobic organisms. He qualifies this statement by 
saying that while the sterility is undoubtedly due in great part to 
active bacterial inhibition and destruction during the twenty min- 
utes’ exposure, it is possible that it may have been aided by 
dye carried over into the culture. No permanent damage to 
the colon could be demonstrated as a result of this procedure. 
The possibility of the use of the dyes in much stronger con- 
centration in ordinary medical treatment is therefore to be 
considered. 

If it is desired to destroy all the gram negative flora in the 
colon, irrigations with neutral acriflavine solution 1:6,000 ma 
be employed. Administration of the neutral acriflavine by mout 
is accomplished by the use of enteric coated pills. This dye is 
recovered in the feces and its action diminishes intestinal fer- 
mentation. On the other hand, the administration of acriviolet 
by mouth has not yet been perfected. The drug is irritating to 
the stomach and its action is very possibly altered by the acid 
gastric juice. To avoid this complication the administration of 
acriviolet by means of duodenal catheterization may be highly 
successful, and its use in this way in some of the case histories 
hereto appended is demonstrated. 

Churchman found gentian violet bacteriostatic for gram posi- 
tive organisms. He found further that mixing the dyes did 
not affect the selective bacteriostatic action of either dye. Cross- 
ley states that the action of the dye may be chemical. The 
Staining properties of the dyes do not completely correspond to 
their toxicity. Gentian violet and acid fuchsin stain gram posi- 
tive bacteria, but acid fuchsin is not toxic to these bacteria. 
The action of gentian violet is said to be due to a colorless 
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radical of the sulphonol group. Hagen suggests that the selec- 
tive action may due to reactions between the ions of the dye 
and of the bacteria. Churchman has published numerous articles 
in connection with his experimental work, reference to only 
one of which will be given here. Some of the important facts 
are the power of the aniline dyes to penetrate into the cells 
and tissues of the body and into living bacteria; their nontoxicity, 
as proven by injecting enormous quantities into rabbits without 
poisoning; their harmlessness when injected into the knee joint. 
The blood serum of rabbits which have been injected with the 
dyes shows a bactericidal action which disappears in two hours. 

It is perhaps necessary here to mention a few limitations of 
the aniline dyes. They are not very powerful bactericides and 
may be impaired by environment and inhibited by serum. 
The secretions may form a barrier to penetration. Their 
solution is unstable and should be made fresh every twenty- 
four hours. The efficiency of gentian violet solution is increased 
by heat. Acid fuchsin is equally efficient hot or cold. Acriviolet 
is put up in tablet form, each tablet containing 0.156 gm., which 
when dissolved in fifteen c. c. hot water makes a one per cent 
eo The powder dissolves readily.—(N. Y. Med. Jour., Sept. 
: 5. 


Effect of Milk Injections on the Blood 


In the Deutsch. Med. Wochenschrift (Int. Med. Digest) for 
May 1, 1925, appears an article by Dr. E. A. Spektorovska, 
who has carried on a series of experiments to determine the 
effects produced upon the blood by the injection of boiled milk. 

In the last decade, nonspecific protein therapy has steadily 
gained favor as a therapeutic aid. However, the action of 
the parenterally incorporated milk is not fully understood and 
to this end the author undertook a study of the blood after 
such injections. 

A great number of investigators have reported on different 
phases of this subject, and the reports are not always in har- 
mony. Thus some ascribe the effects to the action of the pro- 
tein on the leukocytes; others state that the effect is depend- 
ent upon the strength of the leukocytes. Others believe that the 
leukocytes play no role in the process. Some ascribed the leuko- 
penia to a functional paralysis or weakness of the spinal cord; 
others found that the peripheral leukopenia runs parallel with the 
increase of leukocytes in the internal organs, particularly the 
spleen and liver. 

The usual dose is 5 to 10 cc intramuscularly, but the author 
used doses of 1 to 2 cc. of sterilized milk which were injected 
subcutaneously at intervals of one day. Abscesses were never 
seen at the point of insertion of the needle. The local and 
temperature reactions were clearly expressed. 

The so-called anaphylactic shock occurred in 3 cases after 
the sixteenth or seventeenth injection. Soon after th injec- 
tion of an ordinary dose, cyanosis and dyspnea set in; the 
pulse could barely be felt. After 3 to 5 minutes, rarely longer, 
these symptoms disappeared, often after the administration of 
15 to 20 valerian drops without any further therapeutic ac- 
tions. The next injection, which was made after the regular 
intervals, produced no disagreeable symptoms. Casual, unsys- 
tematic blood examinations on the next day often showed a 
leukopenia. 

A systematic blood study was made oi 22 patients with dif- 
ferent diseases, and some healthy students as controls. Two 
cc. of sterilized milk were injected. The patients were brought 
into the laboratory about 2.5 hours after they had had a light 
breakfast. They were set at ease there and in that way the 
blood withdrawn represented more closely the normal condi- 
tion than if the sample had been taken while there was some 
fear and anxiety on the part of the patient. The sample of 
blood was withdrawn by the usual method. Other samples 
were taken 1 hour after the injection and at the same time 
each day for 5 days. The staining was done by the Unna- 
Pappenheim method. The general condition was weakened in 
only 4 patients. The patients complained of a feeling of faint- 
ness, secretion of sweat and a desire to sleep. On the follow- 
ing day, however, all these symptoms had disappeared. An 
increase in temperature as the general body reaction was ob- 
served in only 50 per cent of the cases. In those cases the 
temperature increased to a maximum of 100 degrees F. The 
local reaction was marked in 75 per cent of the cases and 
usually appeared on the second day in the form of swelling and 
redness with a sharp boundary at the place of injection. On 
the third day all these disappeared without any complications. 
A focal reaction was never observed. 

An hour after the injection, an unimportant leukopenia with 
a decrease of from 700 to 1,500 in the number of leukocytes 
was determined in the majority of the patients and in the well 
subjects. In the minority of the cases. the number of white 
blood corpuscles was not changed. In 80 per cent of the cases, 
the decrease in the number of leukocytes continued and at- 
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tained a maximum on the second or third day, when the de- 
crease was from 2,000 to 4,000, an average of 2,600. There- 
after the number of leukocytes increased and on the fifth or 
sixth day they had regained their former value. In the re- 
maining 20 per cent of the cases there was observed a leukocy- 
tosis, in which the number of leukocytes increased from 1,500 
to 2,500 and in one case increased 7,500; on the fifth or sixth 
day the leukocyte value had returned to normal. 

The erythrocyte curve increased in 93 per cent of all cases. 
This usually attained its maximum, an increase of 2,000,000 
(average), on the third or fourth day. On the fifth or sixth 
day, the erythrocyte curve returned to normal. 

The morphological study showed originally a decrease and 
later an increase in neutrophiles; immature forms were never 
observed. Many times the number of eosinophiles increased up 
to 6 per cent; many times the mononuclears reached 5.5 to 7 
per cent. Normoblasts and megaloblasts were never found. 

A similar study was undertaken in which the author de- 
termined the effect of injections of pure atropin, pure adrenalin 
and injections of these two drugs together with injections of 
milk. Atropine produced a leukopenia, and either an erythro- 
cytosis or an erythropenia. The simultaneous injection of 
atropine and milk produced an effect equal to the summation 
of the effects of each material separately. Adrenalin produced 
both a leukocytosis and erythrocytosis. The effect of. adrena- 
lin was very transient and thus the prolonged effect, when 
adrenalin and protein were injected at the same time, was due 
to the protein —(Clin. Med.) 


Applications of Colonic Therapy 


Following certain exhausting diseases, there is no part of the 
organism in a more debilitated state than is the alimentary tract, 
especially the intestinal canal. The depletion of the system gives 
opportunity for many pathogenic micro-organisms, which under 
normal conditions would be immediately expelled, to find lodg- 
ment and environment favorable to their development in the 
lower bowel, so that infective foci ar peculiarly likely to take 
their rise there during convalescence. To the patient thus fac- 
ing a long up-hill struggle back to health and normal vigor, 
colonic therapy is of the greatest value, for no matter what 
tonic medication or other recuperative measures the attending 
physician intends to summon to his aid, it is imperative that the 
excretory canal should be cleansed out so that subsequent treat- 
ment may have a chance to exert its maximum effect, unhindered 
by fecal stasis or the toxemia induced by the presence of putre- 
factive bacteria in the intestine. 

It must be remembered that an actual change in body chemistry 
takes place following the infective fevers, such debilitating dis- 
eases as pneumonia or influenza, producing a state of endocrine 
imbalance which frequently taxes the skill and ingenuity of 
the physician to the utmost before it can be set right. Good 
drainage of the entire system is an absolute essential to success 
along any line of therapeutic endeavor. This is equally true 
when we are dealing with a convalescent from some abdominal 
intervention. If the surgon has found it necessary to remove a 
diseased appendix or gall-bladder, he is often faced with post- 
operative toxic conditions closely analogous to those following 
the debilitating diseases already numerated. All too frequently 
after he has extirpated what he believed to be the focus of dis- 
ease, he will discharge the patient with only part of the work 
done. The intestinal canal adjacent to the offending organ still 
harbors the same pathogenic micro-organisms which were respon- 
sible for the appendicitis or cholecystitis, in many cases being 
the source of origin whence the cause of these inflammatory 
conditions arose. Until these are removed and the excretory 
tract thoroughly cleaned out, there can be no hope of a cure of 
the various bodily ailments for which the appendix or gall- 
bladder disease has been held responsible. We have here a very 
illuminating explanation of the “failure” of so many of these 
operative procedures. 

The physician who is intrusted with the upbuilding of a patient 
depleted by the effects of toxemia and the strain of a surgical 
operation should equip himself to administer the necessary treat- 
ment of the infected colon, and should realize that the require- 
ments of this treatment are too exacting, and demand too ex- 
tensive a knowledge of anatomy and pathology, to permit it to 
be administered by anyone who has not had special training in 
its application —(Med. Rev. of Rev., June, 1923.) 


Scurvy 
Scurvy, in young children, must be distinguished from rheu- 
matism, trauma, infantile paralysis, sarcoma, osteomyelitis, syphi- 
litic epiphysitis, hemorrhagic nephritis, intussusception, rickets, 
nasal diphteria and spondylitis. In bone cases, the x-ray findings 
are typical.—(Am. Jour. Surg.) 
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Public Health 


Coffee Drinking by the Aged 


The human body with advancing age has a marked tendency 
to become more sensitive to stimulants such as caffein, and the 
excitement of the nervous centers is less well borne in senescence 
than in the prime of life. With age comes increased nervous 
irritability and the need for more repose and sleep. The use of 
the stimulants coffee and tea by old people is, therefore, of ques- 
tionable propriety. 

Professor Oliver T. Osborne recently pointed out (Medical 
Journal and Record, 120 (1924), supplement, CLXIII) some of 
the dangers that are liable to accompany a tea or coffee habit in 
old age. He says: “The action of caffein (on the aged) is to 
increase general nervous irritability, cause polyuria, and especially 
to stimulate the thyroid and parathyroids to abnormally increased 
activity, with the result of more nervous irritability and muscu- 
lar irritability and trembling. Caffein often raises the blood 
pressure, where such an increase of blood pressure is not needed.” 
He states further that coffee and tea are likely to increase the 
production of uric acid and that this substance is liable to irri- 
tate the kidneys and cause muscle and joint pains in old people. 
Professor Osborne is of the opinion that Caffein-containing bever- 
ages serve no useful purpose the case of the aged and that 
caffein should be entirely avoided except in instamces where the 
therapeutic use of the alkaloid is indicated. 

Dr. Malford W. Thewlis, in the second edition of his book 
“Gariatrics,” calls attention to the increased susceptibility of old 
people to the stimulating action of tea and coffee. He urges a 
curtailment of the use of these drinks in senescence. The use of 
caffein-containing beverages with the evening meal he considers 
very liable to interfere with sleep. Dr. Thewlis directs notice 
to the supersensitiveness which old people frequently — to- 
wards certain drugs; he believes that the old rule that “children 
and the aged cannot stand large doses” is not without founda- 
tion. Ordinary observation shows that the aged are more sus- 
ceptible to caffein than younger persons. It is not at all un- 
common to hear individuals past the prime of life say they can no 
longer drink coffee because it keeps them awake. 

Even Professor Samuel C. Prescott, who made an investigation 
of the effects of coffee and came to the conclusion that it is 
harmless for the majority of adults, says that “many individuals 
find with advancing years that smaller quantities (of coffee) will 
suffice,” thus conceding that people do become more sensitive to 
caffein as they grow older. 

It is generally known that caffein stimulates the heart’s ac- 
tion and thus tends to raise the blood pressure. While caffein 
is a vaso-dilator as well as a heart stimulant, its dilating action 
upon the hardened vessels of the aged will be less effective than 
in the case of younger persons; hence the increased pressure due 
to the heart’s action will not be compensated for by relaxed 
arteries, and the blood pressure will accordingly increase. 

Finally it can be stated that in old age sedatives rather than 
stimulants, such as caffein, are called for; old people should avoid 
the stimulants tea and coffee, not only because they are undesir- 
able irritants of the nervous system, but also because they have 
a harmful effect on the blood pressure, cause excessive uric acid 
production within the body, and may, as Professor Osborne 
points out, produce abnormal activity of the thyroids and para- 
thyroids. 





Coffee Drinking by Children 


Coffee drinking by children has long been regarded with dis- 
approval by pediatricians. There are a number of objections to 
the practice, among which its harm to the nervous system is im- 
portant. It is entirely conceivable that the use of caffein-con- 
taining beverages by the child will lead to the production of 
serious nervous defects later in life. 

In their recent book, “Safeguarding Children’s Nerves” 
(1924), Doctors Walsh and Foote clearly indicate that there is an 
increasing nervous instability of American people as demon- 
Strated by the failure of many of our troops to withstand the 
stress and strain of active service. These writers believe that 
the numerous cases of shellshock which were suffered by many 
American soldiers in the World War were nothing more than 
cases of hysteria. It is possible that the early use of coffee has 
had a contributing part in causing the lack of nervous balance 
that is exhibited by so many adults in this country. 

The drinking of coffee in the United States is steadily in- 
creasing, and the average annual consumption now amounts to 
thirteen pounds or more per capita. No small portion of this 
coffee is used by children, as shown by a study of the diet of a 
large number of children of preschool age at Gary, Indiana. 
This survey was made by the Children’s Bureau of the United 
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States Department of Labor. The report mentions that “two- 
thirds of the entire group were found to drink coffee habitually, 
and forty per cent to have it more than once a day. Not only 
so, but in certain of the groups of foreign-born parentage, coffee 
was drunk by more than ninety per cent of the children, and 
three-fourths of the Polish group had it two or more times a 

In 1912, C. K. Taylor, a psychologist, made a study of coffee 
drinking by school children. He found that out of a group of 
464 children, over seventy per cent of them were coffee drinkers. 
Moreover, and more important still, he discovered that those 
children who drank the most coffee received the lowest grades. 
There is no doubt but that coffee drinking by children is generally 
deleterious to the nervous system of the child. But the greatest 
harm done to children by this drink is its replacing milk in the 
diet. The Gary report, referred to above, states that coffee 
drinking by children “appears to have been inversely propor- 
tional to the use of milk. Not only do the schedules show about 
the same percentage of children drinking coffee as those lack- 
ing milk, but a comparison of coffee drinking by milk groups 
shows the use of coffee to increase markedly as the amount of 
milk decreases.” Commenting upon the disastrous effect of re- 
placing milk by coffee, the report states further: “To leave out 
milk and substitute coffee plays havoc with any diet, whatever 
may be its redeeming features.” 

It is a well known fact that children easily acquire a taste 
for coffee and are less willing to drink milk after being per- 
mitted to use coffee. Miss Lucy H. Gillett, Superintendent of 
the Nutrition Bureau of the New York Association for Improv- 
ing the Poor, says in this connection that “children should never 
be given tea or coffee, not even to flavor milk. Thy will more 
often like milk if they are not first taught the combination of 
milk and coffee.” 

There are two important reasons why coffee should not be 
given to children. First, it has the harmful effect of crowding 
milk out of the dietary of the child. Second, it is an undesir- 
able and unneeded stimulant. 

In view of the fact that a large number of American children, 
especially in the industrial classes, are coffee drinkers, the matter 
is worthy of serious consideration. 


Tobacco and Scholarship 


A careful study of smoking among men students at Antioch 
does not disclose any permanent effects of smoking upon blood 
pressure, lung capacity, or puls rate; but a definite relationship 
is established between smoking and low scholarship, says Presi- 
dent Arthur E. Morgan. Among men students, 31.8 per cent 
of nonsmokers fail to maintain required grades,while 62.3 per 
cent of heavy smokers similarly fail. “Inhalers” fail most often. 
Before this study began, the more susceptible smokers had been 
eliminated, since many more smokers than non-smokers had 
failed and been dropped from college. 

The Material for Research 


A study of smoking among men students at Antioch has 
been pursued with thorough care and in accordance with sound 
Statistical methods. Antioch students provide material of quite 
unusual value for such a study. Nearly all parts of the country 
are quite uniformly represented. About half the men smoke, and 
these do so openly. There is no motive for secrecy or decep- 
tion. The men have shown interest in the research, assisting 
generously with information. 

The data included that supplied by the students about them- 
selves; that recorded during the physical examinations, not 
indifferently or in haste, but with a knowledge that accurate 
measurements would be needed for statistical research; intelli- 
gence tests made both before admission and in college; and the 
“grades,” which are the carefully considered verdicts of the 
faculty on each student’s scholarship. 

All scholastic grades were reduced to the basis in use when the 
study began in 1923-1924, in which a grade of “C” equals 3, 
“B” equals 4, and “A” equals 5. 

Smoking and Athletics 

In actual experience at Antioch, nonsmokers seem to do 
slightly better in athletics than smokers. In track meets dur- 
ing the past two years they have gained an easy majority of 
points. On the other hand, all important events in our first 
swimming meet, held last spring, were won by two experts, 
both of whom were habitual smokers. 

Of 177 students who now smoke, 74 gained athletic “letters” 
at high school or preparatory school, and 21 have won the col- 
lege letters. Of 176 students who do not smoke, only 56 gained 
athletic letters at high school or preparatory school, but they 
also include 21 representatives with college (Varsity A) letters. 

The tentative conclusion is that high school athletes tend 
to take up smoking, and so increase the number of athletes among 
college smokers, but that the smokers do not retain their pre- 
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eminence in sports. This conclusion is supported by the fact 
that of students who began smoking in high school, 37 have 
high school letters, but of these only three have gained college 
letters by accomplishmnts in athletics at Antioch. 

Smoking and Physique 

Those who believe most firmly in the poisonous effects of 
tobacco commonly maintain that its use increases the speed of 
the pulse and alters blood pressure. There is some experi- 
mental evidence that in many cases these effects do follow im- 
mediately after smoking. If the speeding effect were perma- 
nent it would reduce the réserve power of the heart, and we 
should expect the athletic smoker to be handicapped by this loss 
of reserve. 

Unfortunately for this theory, the average smoker’s heart was 
found to be one-fifth of a beat per minute slower than that 
of the non-smoker—probably a chance variation. We found 
no significant difference in the blood pressure or in the lung 
capacity of the two groups. If from one to six years of mod- 
erate smoking causes any permanent effect on the human ma- 
chine, we have yet to discover it. If a moderate use of tobacco 
causes a temporary but not a permanent loss of physical effi- 
ciency in these respects, then the claims of those who oppose the 
use of tobacco must be modified. 


Smoking and Scholarship 


Of 23 men dismissed from Antioch last year for low scholar- 
ship, 20 were smokers. This fact bears upon all the following 
statistics. As the poorest students are dropped, the average grade 
of the remainder is higher. If most of those dropped are 
smokers, then the smokers remaining in college are a selected 
group who are less affected by the association of smoking with 
low scholarship. Were it not for such elimination, the scholar- 
7 of smokers would appear still more unfavorably. 

in the basis of grading which prevailed when this study 
was undertaken, an average grade of 3.2 was required of 
students. A grade of 4 or higher was made by 23.9 per cent 
of nonsmokers, and by 7.9 per cent of smokers. The average 
grade of 176 nonsmokers last year was 3.51; that of 177 smokers 
was 3.14. The difference is .37. The mathematical probability 
of such a difference arising by chance is only one in 730 
millions. The difference in scholarship of smokers and non- 
smokers is real, with some assignable cause. 

We cannot at once conclude that the habit of smoking is that 
cause. It might be a third factor. For example, sociability 
may be associated both with smoking and with low scholarship. 
So we investigated further. 

We found that heavy smokers have lower grades than light 
smokers. Heavy smokers average 3.00; light smokers, 3.23. 
More heavy than light smokers fall below diploma grade. 
(Students falling below diploma grade, 3.2, must improve schol- 
arship or leave college.) Of nonsmokers, 31.8 per cent fall 
below diploma grade; of light smokers, 43.0 per cent; and of 
heavy smokers, 62.3 fall below. 

Smokers who “inhale” have lower scholarship than those who 
do not. Of all smokers who do not inhale, 42.4 per cent fall 
below diploma grade; but of those who do inhale, 43.8 per 
= of light smokers, and 65.1 per cent of heavy smokers fall 

ow. 

Smokers remaining in college fall steadily in scholarship 
(from 3.56 to 3.31 in three years). Nonsmokers maintain a 
nearly uniform average. 

With these figures before us, it is hard to avoid the conclu- 
sion that smoking is actually a cause of mental inefficiency.— 
(Antioch College Notes.) 


Taking a Personal Inventory 


The last day of every month, every Army commissary in 
the country closes its doors and devotes the day to finding out 
exactly what they have on the shelves. The big department 
stores in the cities do not shut up shop, but they take an inven- 
tory at least once or twice a year. No business which does 
not have regular, periodic stock-takings could negotiate a loan 
from any well-conducted and self-respecting bank. Every one 
of you has to take inventory of your narcotics, periodically, in 
order to comply with the Harrison law. 

In view of the importance of these check-ups, did you ever 
stop long enough to take a personal inventory? 

Sometime in your life something occurred to make you think 
you should be a Doctor*of Medicine. What was it? It might 
be worth-while going back over the records of your memory 
to find out. Before you could start on the study of your pro- 
fession, you had to take stock of your credentials to see if 
they were adequate. Did you also check up on your tastes 
and talents and aptitudes and adaptabilities at that time? 

At any rate, whether you did these things or not, here you 
are. How do you like it? Are you as successful—profession- 
ally, financially, socially—as a physician, a citizen, a husband 
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and father and as a human being—as you hoped you would be? 
If so—or if not—do you know the reason? You ought to, so 
that if you are on the right track you can stay on, or, if off the 
track, you can get on. 

The only way you can find out these things is to take inven- 
tory. See what you have in the way of “dead stock”—preju- 
dices, false judgments, laziness and such-like—and get rid of it. 
See if you have not talents and abilities which are now lying 
dormant and put them to work. Make everything pay—in hap- 
piness, usefulness or cash—and whatever will not pay, eliminate. 

One of the simplest and easiest matters of which you can 
take stock is your physical condition. You ought to know, by 
this time, how much stamina and capacity for work you have 
inherited or acquired, but do you? You ought to know exactly 
what you score on limitations as well as on capabilities and 
make use of that knowledge every day. 

If you have checked up in this way, are you acting upon the 
information you have acquired? Even a sever physical handi- 
cap need not limit your average rating if you make the best 
possible use of what remains to you. We knew a doctor who 
lost his right arm. He did not repine because he could no 
longer do surgery and obstetrics but developed his other powers 
and faculties, so that he was a successful physician and a valued 
member of his community. 

How much sleep do you need? How much food? How much 
recreation? How much energy can you spend in a day and 
keep fit? If you haven’t found the exact answer to these ques- 
tions, you should do so at once and then regulate your life 
accordingly. 

The last question asked is of particular importance. “N. S. F.” 
applies to your health balance as well as to your bank balance. 
You may put in 18 hours of work today; you may work a 
full 7 days this week ; you may make a spurt and see 40 patients 
in one day, but—will your balance of energy stand the strain? 
If you are expecting to hold out for the long pull, you must 
know just how much you can do, and do it, and then stop. 

Success in your profession and in the larger business of living 
will be yours only to the degree that you put forth sincere. 
intelligent, consistent effort, up to the limit of your capacity. 
physical and mental, and then—strive to enlarge that capacity. 

Know yourself! Keep fit!—(Clin. Med.) 


Examination of School Children 


Examination of nearly 600,000 infants and preschool children 
at 26,353 child-health conferences during the fiscal years 1924 
and 1925 has been reported to the children’s Bureau of the U. S. 
Department of Labor by States cooperating under the Federal 
Maternity and Infancy Act. 

Forty-three States and Hawaii are cooperating under this Act 
which provides Federal aid for the promotion of the welfare of 
mothers and babies, Vermont, Louisiana and Rhode Island hav- 
ing accepted during the fiscal year 1925. States not cooperating 
are Connecticut. Illinois, Kansas, Maine, and Massachusetts 
The Children’s Bureau made public today an official report cover- 
ing the State accomplishments during 1924, together with pre- 
liminary figures for 19235. 

These figures show that, in addition to the examination of 
babies and young children at the child-health conferences, ma- 
ternity and infancy activities during 1924 and 1925 included the 
holding of 9669 prenatal conferences attended by approximately 
75,000 women, classes for midwives, with a total attendance of 
approximately 40,000. the holding of mothers’ classes with an 
attendance of more than 162.000 mothers. and the organization 
of over 5,000 “little mothers” classes. The number of child- 
health centers established was 1,706; the number of prenatal 
centers, 

Although centers are for “well babies,” the report states, de- 
fects are frequently found which require correction before the 
child is fee to gain a maximum of physical fitness. Defects most 
frequently encountered are refractive errors in the eyes, naso- 
pharyngeal growths and abnormalities. orthopedic defects. gland- 
ular enlargements or insufficiencies, dental caries, malnutrition 
(always the large percentage in every group). Children are 
always referred to family physicians for the correction of these 
defects, if there is a physician. A few States have arranged for 
clinics at which defects may be corrected by a staff physician or 
a specialist. Some States furnished estimates of defects corrected 
during 1924, ranging usually from 20 to’ 40 per cent. 

Other important activities under the Act include home visits 
by nurses in sparsely settled country where health conferences 
are not possible, nutrition work for expectant mothers and for 
children, efforts to make good confinement and postnatal care 
possible for mothers, inspection of maternitv and infant homes, 
improvement of birth registration, the distribution of silver-nit- 
rate solution to prevent opthalmia neontorum (blindness of the 
newborn), antidiphtheria campaigns, campaigns to have all pre- 
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school children examined before school entrance, general educa- 
tional work, 

The Children’s Bureau also reports as to the cost of the Act 
and the total appropriations, National and State, spent in accord- 
ance with its provisions. The Act authorizes $1,240,000 annually 
for 5 years, (the five-year period ends June 30, 1927) $50,000 
of which may be spent by the Children’s Bureau for administra- 
tive and investigating purposes. From 1924 appropriations the 
States accepted $918,280, from 1925 funds, (up to October 1, 
1925) $949.27. During the fiscal year 1924, the Children’s 
Bureau spent for administrative and investigating purposes, $35,- 
578; during 1925, $42,972. Estimates on a per capita basis show 
that Federal appropriations for maternity and infaticy work cost 
annually less than one cent per inhabitant of the United States. 

Commenting on the report of work done under the Act, Grace 
Abbott. chief of the Children’s Bureau, said: 

“The provisional figures for 1924 of the vital-statistics di- 
vision of the Bureau of the Census indicate a substantial drop in 
the infant death rate for both urban and rural communities in 
the United States birth-registration area; but even with this im- 
provement the infant death rate in the United States is higher 
than in Australia, the Netherlands Norway, Sweden, and the 
Irish Free State, and no State in the United States birth-regis- 
tration area has so low a rate as New Zealand. It is quite evi- 
dent, therefore, that the United States can not afford to slacken 
its interest or reduce in any way the intelligent expenditure of 
funds to lower the death rate among babies. 

“A report on maternal mortality, which will be published soon 
by the Bureau, shows that a very high percentage of the losses 
are due to preventable causes. It is, therefore, especially im- 
portant that the program for prevention of the unnecessary 
deaths in childbirth should be pushed. Here. too, the United 
States lags behind many countries. Demonstrations of successful 
methods of conducting prenatal clinics have been made in many 
places under the maternity and infancy Act. A beginning has 
been made in getting a State program of work understood and 
actually under way in some communities. On the basis of this 
experience an expansion of the work can economically be under- 
taken. 

“Last year the benefits of the maternity and infancy Act were 
extended to Hawaii. The high death rates in Porto Rico and 
Alaska also make assistance from the United States of special 
importance. 

“The United States Government is expending at the present 
time less than $1,000,000 a year in subsidies to the States for 
the promotion of a health program for mothers and babies. 
Great Britain is expending nearly five times that among in 
‘grants in aid’ to local communities for maternity and child 
health, enabling the ‘health visitors’ to reach an estimated 89 per 
cent of the children born in a year in England and Wales and 
13 per cent of the expectant mothers.” 


Preventing Typhoid Fever 

Warning people against the increase in typhoid fever, Dr. 
Chester T. Brown, associate medical director of the Prudential 
Insurance Company, reminds them that one of the most valuable 
preventive measures against the disease is vaccination. 

“This is the time of year when vacationists returning from 
country places where there was typhoid are likely to infect those 
around them,” said Dr. Brown. “A typhoid carrier may never 
have had the disease. When a typhoid epidemic occurs in a 
neighborhood. where the water supply is apparently pure, it often 
takes a long while to discover the source of the infection. Then 
it usually turns out to be some person who has been handling 
food consumed by the community. There is virtually no way in 
which the typhoid carrier can be detected by the layman. The 
onlv real safeguard against contagion is vaccination. 

“Persons experiencing any severe intestinal disturbance and a 
tendency to fever should immediatelv consult a physician. [If 
typhoid develops the patient should be isolated and no one ad- 
mitted to the room except the physician and the attending nurse. 
All bed and table linen, and all garments used by him must be 
disinfected hefore being sent to the family laundry. Dishes and 
other utensils should not be used by others and should be steril- 
ized by boiling after each using.” 

There has been a marked decrease in the typhoid death rate. 
but it is coming in the category of preventable diseases and 
physicians in public health work will never be satisfied until the 
disease is virtvally stamned out. In 1910 the death rate from 
typhoid was 23.5 per 100,000 population, while in 1922 it had 
dropped to 7.5 per 100.000 population, according to figures furn- 
ished by the Bureau of Census. 


Tuberculosis 


In suspected tuberculosis. collect all suptum for 24 or 48 hours 
and examine these spec'mens by the antiformin method. If 
6 or 8 of these specimens are negat've. the patient probably has 
not tuberculosis—Dr. Morrts Lewisonn 





